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The overall purpose of this study was to examine the impact of psychological well-being 
on mental health and behavioral outcomes among transitioning homeless youth in a New York 
City shelter. The main objective was to elucidate the relationship between psychological health, 
distress, and behavioral program outcomes. Participants were 116 formerly homeless young 
adults enrolled in the transitional living Rights of Passage program at Covenant House New 
York; a homeless youth shelter providing both crisis services and residential transitional living 
programs to young adults age 18 – 21.  The correlates of psychological distress and program 
outcome were studied in relation to psychological well-being as measured by the Scales of 
Psychological Well-Being (SPWB) identifying 6 core components of positive psychological 
functioning including Autonomy, Environmental Mastery, Positive Relationships with Others, 
Personal Growth, Purpose in Life, and Self-Acceptance.  Markers of psychological distress were 
measured by using the PHQ-9 (Depression), GAD-7 (Generalized Anxiety), PTSD Checklist - 
Civilian Version (Posttraumatic Stress Disorder), GHQ-12 (General Distress), while behavioral 
outcome data (i.e., behavioral infractions/disciplinary incidents, employment, discharge 
disposition, education advancement, and total savings) were assessed via the Efforts to Outcome 
(ETO) online software database maintained by Covenant House New York.  Results of Pearson r 
correlations demonstrated a statistically significant relationship between psychological well-
 
 
being and psychopathology.  Stepwise regression analyses also showed that certain components 
of psychological well-being accounted for a significant portion of the variance over time in 
anxiety, PTSD, and general distress above and beyond initial levels of psychopathology.  
Additionally, Pearson r correlations and ANOVA analyses demonstrated significant associations 
with psychological well-being and program outcome including behavioral infractions (verbal 
conflicts, and non-compliance infractions), time unemployed, total savings, and G.E.D. 
obtainment.  In contrast, psychopathology demonstrated significant associations with only 
behavioral infractions (verbal conflicts) and total savings.  Findings suggest that psychological 
well-being is differentially associated with program outcome from psychopathology and that 
interventions aimed at homeless youth may benefit from incorporation of strengths-based, 
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INTRODUCTION & LITERATURE REVIEW 
The adolescent and young adult population comprise an ever-growing proportion of the 
homeless population with estimates ranging from .5 to 2 million youth experiencing a bout of 
homelessness over the course of a year and an estimated between 9 – 15% of adolescents 
experiencing at least one bout of homelessness in their lifetime (Farrow, Deisher, Brown, Kulig, 
& Kipke, 1992; Ringwalt, Greene, Robertson, & McPheeters, 1998; Sermons & Witte, 2011).  
Often youth’s decision to leave home stems from the untenable combination of longstanding 
familial conflict, economic hardship, and barriers to long-term housing (Toro, Dworsky, & 
Fowler, 2007).  More specifically, homeless youth commonly cite such issues as abuse, parental 
alcohol and substance abuse, disagreement with youth sexual orientation, unplanned youth 
pregnancy, and academic underachievement as precipitants to leaving home (Robertson & Toro, 
1999; Smollar, 1999; Whitbeck & Hoyt, 1999).  In addition to consistent familial conflict, a vast 
percentage of homeless youth indicate having experienced some form of chronic abuse 
(emotional, physical, sexual) or traumatic experience that led to their decision to leave home 
(Boesky, Toro, & Wright, 1995; Rotheram-Borus, Mahler, Koopman, & Langabeer, 1996; Ryan, 
Kilmer, Cauce, Watanabe, & Hoyt, 2000; Sullivan & Knutzon, 2000; Unger et al., 1998). The 
trauma from which these youth often flee is often compounded by homelessness.  In fact, the 
very experience of homelessness itself has been found to itself represent a psychological trauma 
and increase the risk of later development of mental health disorders (Goodman, Saxe, & 
Harvey, 1991).  The incidence of mental illness among homeless youth ranges from 2 – 3 times 
greater than non-homeless, age matched samples and increased rates of depression, PTSD, and 





Margetson, & Chamas, 1992; Robertson & Toro, 1999; Shaffer & Caton, 1984; Toro, Dworsky, 
& Fowler, 2007; Whitbeck, Johnson, Hoyt, & Cauce, 2004).  Relatedly, homeless youth 
demonstrate increased prevalence of acting out behaviors, including risky sexual behavior and 
substance abuse (Gleghorn, Marx, Vittinghoff, & Katz, 1998; Kipke, Montgomery, Simon, & 
Iverson, 1997; Unger, Kipke, Simon, Montgomery, & Johnson, 1997). 
Despite the potential traumatic effects of youth homelessness, not all young adults who 
become homeless perceive leaving home as a trauma.  Many homeless youth identify the act of 
leaving abusive or neglectful situation as a positive experience reflecting a sense of autonomy 
and self-efficacy (Hyde, 2005).  Prominent researchers on youth homelessness have recently 
advocated for the abandonment of deficit focused models of treatment and the creation of 
interventions and services oriented towards resilience and strengths based conceptualizations 
(Slesnick, Dashora, Letcher, Erdem, & Serovich, 2009; Toro, Dworsky, & Fowler, 2007).  Most 
recently in the broader field of psychology, in a shift away from prevailing pathology paradigms, 
the tenets of psychological well-being have served as the philosophical crux for the resurgent 
movement of “positive psychology,” focused on the constituents of healthy psychological 
functioning (Peterson, 2006; Seligman & Csikszentmihalyi, 2000).  Positive psychological traits 
underscoring well-being have been widely noted for their association with both physical and 
emotional health benefits (Keyes, 2005; Pressman & Cohen, 2005; Reis, Sheldon, Gable, 
Roscoe, & Ryan, 2000; Ryff & Singer, 1998, 2000).  However, little to no research has studied 
the effects of well-being in marginalized populations, specifically homeless young adults.  While 
extant literature has documented numerous deleterious effects of homelessness on overall 





al., 2004) it is virtually silent on the ways in which the positive psychological attributes of 
homeless youth may be harnessed as an inroad to treatment and improved long-term outcomes.   
Defining Psychological Well-Being  
Efforts to explicate the “good life” date as far back as ancient Greek philosophical 
discourse.  The two prominent and disparate conceptualizations of contemporary psychological 
well-being, the Hedonic and Eudaimonic views, borrow terminology directly from these 
traditions and debates.  Hedonic psychology, first coined by Kahneman, Diener, & Schwarz 
(1999) and derived in part from the philosophical maxims of the Greek philosopher Aristippus, 
operationalized psychological well-being as the means by which one maximizes pleasure and 
minimizes discomfort.  Hedonic psychology, in Kahneman’s view, represented the study of well-
being as it derives from pleasure and contentment.  Expanding upon this principle, Diener, Lucas 
& Oishi (1999) introduced the term “subjective well-being” positing that the ratio of positive to 
negative affect and relative satisfaction with life could be used to define psychological health.  
Theories of psychological well-being derived from the hedonic school of thought have most 
recently focused on refining psychological well-being to the pursuit of happiness dictated by 
one’s own subjective and individual values (Diener, 2000).  Conversely and in the vein of their 
philosophical predecessors, an alternate branch of psychologists concerned with the study of 
well-being offered a different view.  Waterman (1993) articulated alternate pathways to well-
being and in the process dichotomizing hedonic enjoyment and “personal expressiveness”, a 
term used to articulate the notion of self-realization and more closely related to a “eudaimonic” 
conception of well-being.  The term “Eudaimonia”, first attributed to Aristotle and loosely 
translated as “human flourishing”, came to represent the idea that well-being was derived from 





psychology eschewed conceptualizations relying on positive affect as the sole arbiter of well-
being.  Instead, an alternative model of well-being was proposed drawing on the humanistic 
psychological tradition and concepts of self-actualization, the will to meaning, individuation, 
maturity, and the fully functioning person (Ryff, 1989).  Utilizing a developmental model to 
examine the trajectory of well-being over the life span, Ryff & Keyes (1995) provided empirical 
support for Scales of Psychological Well-Being operationalizing well-being along six distinct 
dimensions: Autonomy, Environmental Mastery, Personal Growth, Positive Relationships, 
Purpose, and Self-Acceptance.   
Support for the underlying concepts of both models has taken the form of converging 
conceptualization on the pathways to well-being.  Ryan and Deci’s proposal of Self-
Determination Theory (2000) theorizes the underlying precursors to well-being deriving from 
three unique and essential psychological needs: Autonomy, Competence, and Relatedness.  
Similarly, the field of positive psychology has offered up several conceptualizations for 
psychological well-being.  Seligman (2011) combines aspects of both hedonic and eudaimonic 
well-being in describing human “flourishing” as it relates to the five factor PERMA model: 
Positive Emotions, Engagement, Relationships, Meaning, and Achievement.  Similarly, 
Csikszentmihalyi (2008) refers to the concept of “flow”, a state of attuned optimal engagement 
in a task based on competence and achievement, as one of the precursors to positive experiences 
and happiness.  Fredrickson (2001) also proposes that positive emotions, including joy, interest, 
contentment, pride, and love, act as the role of gatekeeper to well-being.  The “broaden-and-
build” theory of positive emotions suggests that distinct positive emotions maintain the ability to 
“broaden people's momentary thought-action repertoires and build their enduring personal 





resources” and in doing so perpetuate a state of self-sustaining resilience and emotional well-
being (Fredrickson, 2001). 
Psychological Well-Being and Health 
Despite disagreement over the precise definition, the multiple facets of well-being have 
proven to have a measurable and significant impact on health.  Meta-analyses conducted by 
Chida and Steptoe (2008) examined the effects of well-being (i.e. positive emotion, life 
satisfaction, optimism, emotional well-being, etc.) on physical health outcomes finding reduced 
rates of mortality and incidence of disease associated with positive psychological well-being.  
Eudaimonic well-being has similarly been found to be associated with positive health markers 
across the lifespan and across diverse domains of functioning.  Successful progression through 
developmental milestones of adult life have been shown to be associated with increased 
psychological well-being (Kling, Ryff, Essex, 1997; Kwan, Love, Ryff, 2003).  Positive 
psychological traits promoting resiliency and adaptive stress response, such as optimism, 
cognitive flexibility, and self-esteem, have been positively correlated with well-being as well 
(Ferguson & Goodwin, 2010; Pardise & Kernis, 2002; Gross & John, 2003).  Well-being has 
also been found to influence domains of everyday functioning including career and life 
engagement.  Psychological well-being, in particular purpose in life and personal growth, were 
found to be positively associated with career commitment (Johansson, Huang, Lindfors, 2007).  
Throughout the lifespan, both work and educational attainment and positive family and relational 
experiences have been linked positively with psychological well-being (Johansson et. al., 2007; 
Ryff & Heidrich, 1997).  Eudaimonic well-being has also been strongly linked with positive 
physical health benefits.  Adaptive health behaviors, including regular exercise and sleep 





2004; Hamilton, Nelson, Stevens, & Kitzman, 2007).  Additionally, those with higher levels of 
psychological well-being have been shown to demonstrate fewer chronic health conditions, 
increased productivity, and fewer instances of healthcare access over time (Montpetit & 
Bergeman, 2007; Keyes, 2005; Keyes & Grzywacz, 2005).   
Mental Health Risks of Homelessness 
Youth who experience homelessness are at increased risk for a variety of adverse life 
experiences.  Estimates of the prevalence of psychiatric disorders within the population range from 
48% - 98% (Cauce et al., 2000; Whitbeck et al., 2004; Hodgson, Shelton, van den Bree & Los, 
2013).  Homeless youth are six times more likely to suffer at least one form of mental illness than 
their non-homeless counterparts (Whitbeck, Johnson, Hoyt & Cauce, 2004).  In addition, homeless 
youth are almost twice as likely to suffer from comorbid disorders as their housed peers 
(Kamieniecki, 2001).  Rates of comorbidity in homeless have been found to range from 40% - 
70% (Slesnick & Prestopnik, 2005; Thompson, McManus, & Voss, 2006).  Of those diagnosed 
with a psychiatric disorder in the shelter setting, Craig and Hodson (2000) observed that 70% of 
youth remained symptomatic one year later.   
Of the diagnosable mental health disorders observed in homeless youth, mood and anxiety 
disorders emerge as the most frequently observed (Unger et al., 1998; Cauce et al., 2000; Whitbeck 
et al., 2004; Merscham, Van Leeuwen, & McGuire, 2009; Bender, Ferguson, Thompson, Komlo, 
& Pollio, 2010).  Depression is frequently cited as the most prevalent mood disorder found in 
homeless youth with rates ranging between 15 – 50%  compared to rates of between 2 – 8% in the 
general adolescent population (Cauce et al. 2000).  A sample examined by Busen and Edgebretson 
(2008) demonstrated over 40% of participants met criteria for Major Depressive Disorder with an 





this population coincides with equally high rates of suicidality.  Homeless youth are at increased 
risk for suicidal ideation, attempts, and completed suicides (Kamienieki, 2001; Desai, Liu-Mares, 
Dausey, & Rosenhack, 2003).  Rates of youth endorsing history of suicidal ideation have been 
estimated at approximately 50% with more than 25% having made an attempt within the past year 
(Yoder, Hoyt, & Whitbeck, 1998; Cauce et al., 2000, Kidd, 2004; Merscham, Van Leeuwen, & 
McGuire, 2009).  A New York City sample of youth accessing the shelter system demonstrated 
rates as high as 37% for lifetime suicide attempts (Rotheram-Borus, 1993).  Rates of Post-
Traumatic Stress Disorder range between one-quarter to one-third of surveyed samples of 
homeless youth (Busen & Engebetson, 2008; Yoder et al., 2008).  For youth experiencing 
prolonged periods of homelessness, estimates of the incidence of PTSD range between 32 – 36%, 
approximately three times the national average (Feitel, Margetson, Chamas; 1992; Whitbeck, 
2009).  A survey of San Francisco street youth conducted by Clark (1996) found even higher rates 
with 67% of the sample met criteria for Post-Traumatic Stress Disorder.  
Homeless youth are also at increased risk for many externalizing forms of behavioral health 
disorders.  Estimates of lifetime prevalence of conduct disorder in homeless youth approach 
approximately 75% of samples qualifying for diagnoses (Yu, North, LaVesser, Osborne, 
Spitznagle, 2008; Yoder et al., 2008).  Comparative studies demonstrated youth with rates of 
conduct disorder ranging from 21 – 93% in homeless youth compared to 1 – 4% in the general 
adolescent population (Feitel, Margetson, Chamas, 1992).  Elevated prevalence of mental health 
disorders in homeless youth was associated with increased risk of substance abuse disorders as 
well (Zerger, Strehlow, & Gudnalapalli, 2008; Schwartz, Sorensen, Ammerman, 2008; Bender et 
al., 2010).   Homeless youth are twice as likely to report drug use as compared to housed 





cite rates as high as 86% meeting DSM criteria for substance use disorder (Ginzler, Garrett, Baer, 
& Peterson, 2007).   
Program and Intervention Outcomes 
Despite the high rates of trauma and associated mental health disorders experienced by 
homeless youth, there is a severe dearth of literature on long-term outcomes with this population.  
Slesnick et al. (2009) reviewed the literature on treatment outcomes highlighting several 
significant impediments in understanding how youth progress and make use of treatment.  
Specifically, the authors noted multiple methodological issues including lack of control groups, 
narrow areas of target research ignoring complex and comprehensive issues affecting youth, and 
lack of long term follow-up.  Many of these issues owe their genesis to the nature of the problem 
under investigation.  Homeless youth tend to be transient, making long-term follow-up difficult 
and resource intensive.  In addition, ethical considerations preclude the withholding of services 
often associated with methodological procedures such as randomization and control group 
comparison.  In a systematic review of services for homeless youth, Altena, Brillesliiper-Kater, 
& Wolf (2010) found that the vast majority of intervention designs were fundamentally flawed as 
to preclude the possibility of significant findings.  In addition, they noted that almost none of the 
studies looked at quality of life indicators including well-being, social support, and concrete 
skills of independent living.  Instead, the vast majority of homeless intervention studies have 
examined singular areas of risk, (i.e. substance abuse), in evaluating efficacy of treatment and, in 
doing so, risked obscuring the how these issues contribute to overall long-term functioning and 
health.  Comprehensive, long-term evaluation of treatment programs for homeless youth has 





treatments within the population (Toro & Dworsky, 2007; Aletna et al., 2010; Slesnick, Dashora, 
Letcher, Erdem, Serovich, 2009). 
Purpose 
The purpose of the present study is to assess the presence of psychological well-being 
(i.e. autonomy, environmental mastery, personal growth, positive relationships, purpose, and 
self-acceptance) and its relationship to both mental health and behavioral outcomes for 
transitioning homeless young adults.  Traditional research in clinical psychology has largely 
defined itself by the study of mental illness and the amelioration of impairment or distress.  
Concordantly, the overwhelming majority of mental health interventions have been created to 
address psychological symptoms conceptualized by a deficit model (Seligman, Steen, Park, & 
Peterson, 2005).  In lieu of replicating more traditional research within this population, focused 
solely on the study of mental illness and associated negative outcomes, positive psychological 
traits and their impact will be highlighted.  As an alternative to the deficit model of 
psychological functioning, the concept of psychological well-being has offered a substitute 
conceptualization of methods for promoting mental health (Ryff, 1989, 2013).  People reporting 
high levels of psychological well-being have been shown to be less likely to develop both mental 
and physical illness and more resilient to acute life stressors than low level reporters (Ryan & 
Deci, 2001, Chida & Steptoe; 2008).  This study is designed to assess the impact of positive 
psychological attributes on a broad range of functioning including the presence and severity of 
mental health disorders and impact on behavioral program outcomes for transitioning homeless 
young adults.  To accomplish this, the relationship between psychological well-being and 
psychopathology will be explored by assessing correlations between domains of psychological 





understand the relationship between psychological well-being and psychopathology, a 
longitudinal subset of the sample will be used assess the impact of psychological well-being over 
time on the expression of psychopathology.  The relationships between psychological well-being 
and program outcome (i.e. behavioral infractions, employment, savings, educational 
advancement, discharge disposition) will also be examined and both correlational analysis and 
analysis of variance will be employed to detect for significant associations.  Finally, the 
relationship between psychopathology and program outcome will be assessed using correlational 
analysis and analysis of variance to detect for differential associations with respect to 








The study utilized both cross-sectional and longitudinal data from the Youth Rising 
program, launched through Columbia University, Teachers College, Clinical Psychology 
Program, in conjunction with Covenant House New York.  Covenant House is an international, 
non-for-profit agency that provides food, shelter, crisis and long-term care for homeless youth.  
The Youth Rising program served to provide adjunct mental health services to residents of the 
Rights of Passage program.  Participation in the Youth Rising assessment phase was open to all 
residents of the program.  The Rights of Passage program (RoP) is an 18-month transitional 
living program designed to prepare formerly homeless youth, ages 18-21, for independent living 
by focusing on job readiness/vocational training and long-term, sustainable housing placement.  
Residents of the program are eligible for a wide array of services including legal counseling, 
educational assistance such as G.E.D. preparatory courses and college/university scholarship 
funding, vocational training and employment assistance, medical services, social work case 
management, and basic living arrangements (room, clothing, meals, etc.).  The RoP program is 
located in midtown Manhattan and residents occupy 3 floors of an 8-story low-rise building.  
Residents are housed on floors according to gender and parental status with separate floors for 
men, women, and young mothers.  At the time of data collection, the RoP program housed 
approximately 150 youth in total.  The RoP program is open to youth entering the Covenant 
House network initially residents of the short-term Crisis Center shelter, also maintained by 
Covenant House New York.  Interested residents must submit an application, successfully 
complete an interview, and document stable employment at the time of admission.  Prospective 





legal services, may be excluded from participation and referred to other appropriate service 
programs.  After acceptance into the RoP program, an initial comprehensive intake is completed, 
including biopsychosocial history and basic demographic information.   In addition, information 
regarding resident’s compliance with program requirements and discharge disposition are 
updated regularly by case managers for duration of resident’s stay as part of the on-going case 
management system.   
Participants  
The full sample comprised of 116 young adults ranging in age from 19 – 24 (M = 20.89, 
SD = 1.05).  The sample comprised of 50 men and 66 women.  Approximately 66% of the 
sample identified as African-American with an additional 28% identifying as Hispanic/Latino or 
African American-Hispanic/Latino.   Nearly 90% of the participants self-identified as 
heterosexual.  Approximately 56% of the sample reported either completing high school or 
obtaining their G.E.D while only 6% reported some college engagement.  Some 25% of the 
sample reported a history of foster care placement.  Additionally, more than 45% of participants 
reported an arrest history.  Complete demographic characteristics of the sample are displayed in 






Table 1.  Demographic characteristics of entire sample (N=116) 
 
Characteristic n %   Characteristic n %   Characteristic n %  
Gender       Marital Status       Sexual Abuse History    
Female 66 56.9  Single 92 79.3  No 96 82.8  
Male 50 43.1  Not Answered 24 20.7  Yes 19 16.4  
Race    Sexual Orientation    Public Assistance Enrollment    
African-American 77 66.4  Heterosexual 104 89.7  No 64 55.2  
Hispanic/Latino 17 14.7  Gay/Lesbian 6 5.2  Yes 52 44.8  
African American-Hispanic/Latino 15 12.9  Bisexual 4 3.4  Employment Status    
Caucasian 4 3.4  Not Answered 2 1.8  Unemployed 21 18.1  
Asian 1 0.9  Foster Care History    Employed - Full Time 56 48.3  
Hawaiian-Pacific Islander 1 0.9  No 85 73.3  Employed - Part Time 39 33.6  
Other 1 0.9  Yes 29 25  Mental Health Diagnosis    
Age    Not Answered 2 1.7  No 95 81.9  
19 10 8.6  Arrest History    Yes 19 16.4  
20 30 25.9  No 60 51.7  Not Answered 2 1.7  
21 46 39.7  Yes 53 45.7      
22 23 19.8  Not Answered 3 2.6      
23 6 5.2  Emotional Abuse History        
24 1 0.9  No 63 54.3      
Education Level    Yes 53 45.7      
Completed Middle School 2 1.7  Physical Abuse History        
Some High School 42 36.2  No 68 58.6      
Completed High School 51 44.0  Yes 47 40.5      
Completed G.E.D. 14 12.1  Not Answered 1 0.9      








Master’s level research assistants were used to collect participant data on-site at Covenant 
House, New York.  Interviewers were trained by principal investigators of original study on 
appropriate data collection protocol.  Recruitment stations were set up in common areas on each 
residential floor (men, women, and mothers) of the RoP residence where participants could sign 
up and complete assessment packets throughout scheduled assessment days.  All residents 
completed informed consent and participant’s rights documentation, approved by the IRB of 
Teachers College, Columbia University, before completing the assessments and were treated in 
accordance with APA ethics (American Psychological Association, 2002).  Participants who 
completed the assessment also agreed and consented to share RoP program data (demographic 
and outcome) with the Youth Rising program as part of the research study.  Residents who 
consented and completed the assessments were paid a total of $25.  Assessments were 
administered at two time points over the span of four months (Baseline & Follow-up) for a 
duration of 3 days at each time point.  Assessments given during this time pertained only to 
measures of Psychological Well-being and Psychopathology.  Demographic and outcome data 
were collected separately utilizing Covenant House New York’s Efforts to Outcomes case 
management system.  All consenting residents were included in the data collection and represent 
the participant sample of the study (N = 116).  At baseline data collection, 78 residents consented 
and completed assessment packets.  At follow-up, 38 new participants completed the packets for 
the first time.  In addition, 53 of the 78 original participants at baseline completed assessments 
for the second time at follow-up.  Of the 25 original participants not reporting for follow-up, 15 
had been discharged from the program before follow-up assessment and 10 declined to 




being, or psychopathology between those discharged before follow-up and those declining to be 
re-assessed.  This study will utilize the data completed by all 116 participants from both time 
points.   
Measures 
Demographics 
Demographic variables were collected via access to participants comprehensive intake 
assessment administered to each RoP resident immediately preceding their admission into the 
program.  Assessment information was stored electronically via the Efforts to Outcome (ETO) 
online software database maintained by Covenant House New York.  Salient demographic 
variables collected for participants included the following: gender, age, race/ethnicity, sexual 
orientation, marital status, parental status, education level, employment status, history of foster 
care placement, arrest history, public assistance utilization, history of mental health diagnosis 
and/or treatment, and abuse history (physical, emotional, sexual).     
Psychological Well-Being 
Psychological well-being was measured using the Scales of Psychological Well-Being 
(SPWB) (Ryff, 1989).  The SPWB scales are made up of six 14-item scales designed to measure 
the constructs of autonomy, environmental mastery, personal growth, positive relations with 
others, purpose in life, and self-acceptance.  Participants are asked to rate much they agree with 
each of the 14 statements (e.g. “I tend to be influenced by people with strong opinions” and “I 
have a sense of direction and purpose in life”).  Participants rate their agreement with each 
statement using a 6-point scale ranging from 1 (Strongly disagree) to 6 (Strongly agree).  
Approximately half of the items on each scale are reversed scored.  The SPWB have been widely 




validations studies demonstrated strong internal consistency across all six scales (Cronbach’s α = 
.83 – .91). Test-retest analyses conducted on the original 20-item parent across a 6-week period 
showed strong support for reliability, (r = .81 – .88) with extremely strong correlations between 
the 20 and 14 item scales (r = .97 – .99)  (Ryff, 1989, 2012).  
Depression 
Depression was measured using the Patient Health Questionnaire (PHQ-9) (Spitzer et al., 
1994). The PHQ-9 is a 9 item self-report measure designed to assess both diagnostic categories 
of depression (requisite symptoms present in order to make diagnosis) and severity of symptoms 
(how often present symptoms occur and the degree to which they are impairing functioning).  
Participants are asked to rate how often in the past two weeks they have been bothered by 
depressive symptomatology (e.g. “Little interest or pleasure in doing things?” and “Feeling 
down, depressed, or hopeless?”).  Participants rate the chronicity of symptoms using a 4-point 
scale ranging from 0 (Not at all) to 3 (Nearly every day).  The PHQ-9 has demonstrated 
widespread utilization in both research and clinical settings and possess strong psychometric 
properties (Lowe, Unutzer, Callahan, Perkins, & Kroenke, 2004; Spitzer, Williams, Kroenke, 
Hornyak, & McMurray, 2000).  Two large scale validation studies in healthcare settings found 
excellent internal consistency for the measure (Cronbach’s α = .86 – .89) and support for strong 
test-retest reliability, (r = .84), across a 48 hour timeframe (Kroenke, Spitzer, & Williams, 2001).   
Anxiety 
Anxiety was measured using the Patient Health Questionnaire (GAD-7) (Spitzer, 
Kroenke, Williams, & Lowe, 2006).  The GAD-7 is a 7 item self-report measure designed to 
assess symptoms of generalized anxiety disorder similarly to its predecessor; the PHQ-9.  The 




Participants are asked to rate how often in the past two weeks they have been bothered by 
anxiety symptomatology (e.g. “Feeling nervous, anxious or on edge” and “Not being able to stop 
or control worrying”).  Participants rate the chronicity of symptoms using a 4-point scale ranging 
from 0 (Not at all) to 3 (Nearly every day).  The GAD-7 has demonstrated strong psychometric 
properties in validation studies including excellent internal consistency (Cronbach’s α = .92) and 
strong test-retest reliability (r = .83).  The GAD-7 has also been utilized for broader application 
of measurement of anxiety-based disorders demonstrating good sensitivity as a screener for 
social anxiety, panic disorder, and post-traumatic stress (Kroenke, Spitzer, Williams, Monahan, 
& Lowe, 2007).  
Posttraumatic Stress Disorder 
Levels of posttraumatic stress were measured using PTSD Checklist (PCL-C) (Weathers, 
Litz, Huska, & Keane, 1994).  The PCL-C (civilian) is a 17 item self-report measure designed to 
assess symptoms of posttraumatic stress disorder and was adapted for use in civilian populations 
from PCL-M (military) and PCL-S (specific) which asks about symptoms in regards to stressful 
military experiences and individual, isolated, and specific events, respectively.  The PCL-C 
measures symptoms in relation to “stressful experiences.”  Participants are asked to rate how 
often in the past month they have been bothered by PTSD symptoms (e.g. “Repeated, disturbing 
memories, thoughts, or images of a stressful experience from the past” and “Being ‘super-alert’ 
or watchful or on guard”).  Participants rate the extent of symptom severity using a 5-point scale 
ranging from 1 (Not at all) to 5 (Extremely).  The PCL-C has demonstrated strong psychometric 
properties including excellent internal consistency (Cronbach’s α = .94) and strong test-retest 





General distress was measured using the General Health Questionnaire (GHQ-12) 
(Goldberg, 1972).  The GHQ-12 is a 12 item self-report measure adapted from its parent measure 
the General Health Questionnaire (GHQ-60).  This truncated version has been used to assess 
psychiatric symptoms including somatic complaints, anxiety, depression, and social dysfunction 
in a variety of settings including primary care, community clinics, and both inpatient and 
outpatient populations as well as use with the general public.  Participants are asked to rate if 
they have recently experienced symptoms (e.g. “Felt constantly under strain” and “Been losing 
confidence in yourself”).  Participants rate the chronicity of symptoms using a 4-point scale 
ranging from 0 (Not at all) to 3 (Much more than usual).   Approximately, half the items are 
reversed scored.  The GHQ-12’s strong psychometric profile and ease of administration have 
made it a widely utilized research tool worldwide and resulted in its translation and subsequent 
validation in over 10 languages.  The GHQ-12 has demonstrated excellent internal consistency 
(Cronbach’s α = .92) and strong test-retest reliability (r = .90) (D. P. Goldberg et al., 1997; 
Vieweg & Hedlund, 1983).   
Program outcome 
Measures of participant’s performance in the RoP program were collected and are 
expounded upon below.  
Behavioral Incidents/Infractions 
Participant’s case management file notes, also contained in the ETO system, were 
examined to detect any instances of behavior resulting in disciplinary action.  Case management 
file notes are kept by resident’s case managers and are updated regularly at weekly intervals as 
free-form notes on the resident’s general progress in the program.  Participant’s case notes were 




codified using iterative process according to incident type (e.g. “physical altercation” “verbal 
altercation” “program non-compliance”.).  Classifications were derived from verbatim 
descriptions of incidents usually reported in the first one – two sentences of case note reports 
describing reason for note entry.  Each note was read and codified twice; once by principal 
investigator and once by master’s level graduate in psychology.  Concordance was assessed and 
classifications found to be in unison were categorized according to incident type.  Discrepancies 
resulted in detailed re-examination of notes and was resolved by corroborating process until 
concordance was achieved. 
Savings 
Upon entry to the RoP program residents agree to set aside an agreed upon percentage of 
their monthly income towards program fees.  Program fees function as a behavioral tool 
designed to acclimate youth to paying a monthly rent and are viewed as a stepping stone to 
preparation for independent living.  Upon completion of the RoP program, all funds collected 
from residents are returned upon discharge, effectively serving as an in-house savings program 
for residents.  Participant’s savings totals were collected 1 year after initial baseline assessment 
(T1).  Savings totals were measured in USD and collected from records maintained by Covenant 
House New York finance department. 
Educational Advancement 
As part of the RoP program’s mission to ready residents for independent living, specific 
interventions aimed at helping youth advance educationally are provided including G.E.D. 
preparatory courses and testing and access to college counseling and financing.  Participant’s 
data pertaining to G.E.D. course eligibility and attainment were collected.  Data was retrieved 





Integral to the mission of the RoP program is assisting youth maintain stable 
employment.  Participant’s employment data consisting of total time unemployed during 
program enrollment (measured in days) was used in subsequent analyses.  Data was collected 
from the ETO system and is maintained and updated regularly by case managers for each 
resident. 
Discharge Disposition 
Covenant House New York maintains detailed records regarding the discharge placement 
of its residents as required by law.  Participant’s discharge disposition information was collected 
including discharge status and type of discharge (positive/negative).  All discharge data was 
collected from the ETO system and is maintained by case managers for each resident.   
Data Analysis 
The overarching aim of the proposed study is to investigate the impact of psychological 
well-being on psychopathology and behavioral outcomes for formerly homeless young adults 
participating in a transitional living program. 
The specific aims of the study are: 
Study Aim 1. To assess the relationship between psychological well-being and 
psychopathology.  Both descriptive statistics and graphic representations of the data (boxplots, 
histograms, p-p plots) will be generated to detect the presence of outliers, skewness, and kurtosis 
and verify normality of the distribution.  Data transformations will be conducted as needed.  
Internal consistency for the Scales of Psychological Well-Being will be evaluated calculating the 
Cronbach’s α coefficient to ensure meeting generally acceptable standards. The relationship 




r correlations between SPWB scores and scores from the aforementioned measures of 
psychopathology including depression, anxiety, general distress, PTSD.   The association 
between psychological well-being and psychopathology over time will be assessed using 
multivariate linear regression and controlling for scores of psychopathology at baseline.  
Hypothesis 1a:  Psychological well-being will be negatively correlated with 
psychopathology.  
Hypothesis 1b:  Psychological well-being will predict psychopathology across time, even 
when controlling for psychopathology at baseline.  
Study Aim 2.  To assess the relationship between psychological well-being and program 
outcome.  The relationship between psychological well-being and program outcome will be 
assessed by conducting Pearson r correlations between SPWB scores and program outcome data 
measured as continuous variables including, behavioral infractions, total savings, and total time 
unemployed.  For dichotomous outcome variables, including discharge status and educational 
advancement, both t-tests and One-way Analysis of Variance (ANOVA) will be used to assess 
differences in means across measures of psychological well-being within outcome variable 
subgroups. The association between psychological well-being and program outcome over time 
will be assessed using both multivariate linear and logistic regression controlling for significant 
demographic confounds.  
Hypothesis 2a: Psychological well-being will predict total behavioral 
incidents/infractions. 
Hypothesis 2b: Psychological well-being will predict the type of discharge (positive vs. 
negative). 




Hypothesis 2d: Psychological well-being will predict employment outcomes including 
status, hours worked, and total time employed. 
Study Aim 3. To assess the relationship between psychopathology and program outcome.  
To examine the relationship between psychological well-being, psychopathology, and program 
outcome further exploratory analyses will be conducted using Pearson r correlations between 
psychopathology scores and program outcome data measured as continuous variables including 
total time in program, behavioral infractions, savings, total time unemployed, hours worked, and 
number of jobs.  For dichotomous outcome variables, including employment status, discharge 
status, and educational advancement, both t-tests and One-way Analysis of Variance (ANOVA) 
will be used to assess differences in means across measures of pathology within outcome 
variable subgroups. The association between psychopathology and program outcome over time 
will be assessed using both multivariate linear and logistic regression controlling for significant 
demographic confounds.  
Research Question 1: Is program outcome related to psychopathology?   
Study Aim 4. To assess the relationship between time in program, psychological well-
being and psychopathology.  To examine the relationship between time in program 
psychological well-being, and psychopathology further exploratory analyses will be conducted 
using Pearson r correlations between psychological well-being/psychopathology scores and time 
in program at baseline values.  
Research Question 2: Is time in program related to psychological well-being or 








Demographic variables, including age, gender, race/ethnicity, education level, sexual 
orientation, foster care history, arrest history, abuse history (physical, emotional, sexual), 
employment status, public assistance enrollment, and mental health diagnoses were examined for 
their effect on the independent variables of psychological well-being (PWB) and outcome 
measures for Psychopathology and Program Outcome.  Pearson r correlations, t-tests, One-Way 
Anovas, and Chi-square analyses were employed to test for statistically significant relationships 
among these variables. 
Demographics and Psychological Well-being 
Age, race/ethnicity, sexual orientation, foster care history, arrest history, emotional abuse 
history, public assistance enrollment, and mental health diagnosis showed no significant 
relationship to any of the dimensions of PWB.  Gender was significantly associated with mean 
scores for both Personal Growth, t(114) = 2.123, p < .05, and Purpose, t(114) = 1.962, p < .05.  
For both variables, females had significantly higher mean scores than males.  Physical Abuse 
History was significantly associated with mean scores for Environment Mastery, t(113) = 2.128, 
p < .05.  Those reporting a history of physical abuse had significantly lower mean scores than 
those reporting no history of physical abuse.  Similarly, Sexual Abuse History was significantly 
associated with mean scores for both Environment Mastery, t(113) = 2.439, p < .05 and Self-
Acceptance,  t(113) = 2.658, p < .01. Those reporting a history of sexual abuse had significantly 
lower levels for both variables than those reporting no history of sexual abuse.  Employment 
Status was significantly associated with mean scores for Purpose, F(2,113) = 4.003, p < .05.  




identifying as employed part-time reported higher mean scores for Purpose than both those 
identifying as unemployed and employed full-time.   
Demographics and Psychopathology 
Age, race/ethnicity, education level, sexual orientation, foster care history, arrest history, 
emotional abuse history, sexual abuse history, public assistance enrollment, employment status, 
and mental health diagnosis showed no significant relationships to any of the measures of 
Psychopathology.  Gender was significantly associated with mean scores for PTSD, t(105) = 
2.510, p < .05 with females reporting significantly higher mean scores than males.  Physical 
Abuse History was significantly associated with mean scores for both General Distress, t(104) = 
-2.249, p < .05 and PTSD, t(104) = -3.073, p < .01.  Those reporting a history of physical abuse 
had significantly higher mean scores than those reporting no history of physical abuse for both 
measures.   
Demographics and Program Outcome 
Race/ethnicity, foster care history, arrest history, abuse history (emotional, physical, and 
sexual), public assistance enrollment, and employment status showed no significant relationships 
to any of the measures of Program Outcome.  Age displayed several associations with Program 
Outcome.  Age was positively correlated with Total Savings, r(113) = .339,  p < .001, Verbal 
Conflicts, r(116) = .209,  p < .05, and Time Unemployed, r(116) = .306,  p < .01.  Age was also 
significantly associated with both Discharge Status, F(2,113) = 6.306, p < .01.  Post-hoc LSD 
mean comparisons detected significant (p < .05) differences such that those experiencing a 
negative discharge were significantly younger than both those still enrolled in the program and 
those experiencing a positive discharge.  Gender also displayed several associations with 




t(110.826) = 2.273, p < .05, and Total Savings, t(106.767) = 2.492, p < .05, with females 
reporting significantly higher means than males for both outcomes.  Additionally, participants 
2(2, N = 116) = 7.446, p < .05. 
Education Level was significantly associated with elevated levels of Non-Compliance, F(4,111) 
= 2.612, p < .05.  Post-hoc LSD mean comparisons detected significant (p < .05) differences 
such that those completing some high school had significantly more non-compliance infractions 
than those with some college, those completing high school, and those who had earned their 
G.E.D.  Mental Health Diagnosis was also found to be significantly associated with mean scores 
for Non-Compliance Infractions, t(46.426) = 2.342, p < .05, with those reporting a previous 
history of mental health diagnosis having significantly lower mean scores for Non-Compliance 
Infractions. 
Psychological Well-Being, Psychopathology, & Program Outcome 
Descriptive statistics, including means, standard deviations, and ranges for both predictor (PWB) 




Table 2.  Descriptive statistics for predictor variables (Scales of Psychological Well-Being) 
Psychological Well-Being n M SD Min. Max. α 
Autonomy 115 62.58 10.886 38 84 .76 
Environmental Mastery 116 56.45 11.329 29 84 .79 
Personal Growth 116 66.09 12.796 36 84 .87 
Positive Relationships 116 56.55 11.749 29 84 .78 
Purpose 116 61.31 12.239 27 84 .82 
Self-Acceptance 116 56.94 11.869 19 84 .80 
 





Table 3.  Descriptive statistics for outcome variables (Psychopathology) 
Psychopathology n M SD Min. Max. 
Anxiety 116 6.53 6.186 0 21 
Depression 116 6.63 7.558 0 27 
General Distress 107 12.39 8.234 0 36 
PTSD 107 38.22 16.587 17 81 
 




 Table 4.  Descriptive statistics for outcome variables (Program Outcome) 
 
Program Outcome n M SD Min. Max. 
Verbal Conflicts 116 0.90 1.58 0.00 7.00 
Physical Conflicts 116 0.51 0.90 0.00 4.00 
Non-Compliance Infractions 116 1.94 2.26 0.00 9.00 
Time Unemployed 116 75.97 96.00 0.00 460.00 
Total Savings 116 1723.86 2406.58 0.00 16450.00 
      
 
Program Outcome n % 
Discharge Status   
Positive 53 45.7 
Negative 21 18.1 
Still in Program 42 36.2 
G.E.D. Obtained   
Yes 31 26.7 
No 19 16.4 
Not Applicable 66 56.9 
 







Given that the assessment of psychological well-being in this population represents a 
novel study and that the measures employed to assess psychological well-being itself do not 
delineate defined thresholds of psychological well-being, scores were analyzed as “stand-alone” 
variables and in comparison to other dimensions of psychological well-being.  Tables 5 – 10 
display participants’ scores along individual dimensions of psychological well-being.  
Additionally, figures 1 -6 illustrate the frequency distributions, as percentages, of participants’ 
scores on individual measures of PWB.  Pearson r correlations, displayed in Table 12, were 
conducted between the individual dimensions of psychological well-being variables.  The 







Table 5.  Count of Participants Scores by Range – Scales of Psychological Well-Being – 
Autonomy (N=115) 
 
Autonomy n % 
14 – 31.5 0 0 
31.6 – 49 13 11.2 
49.1 – 66.5 60 51.7 
66.6 – 84 42 36.2 
 








Table 6.  Count of Participants Scores by Range – Scales of Psychological Well-Being – 
Environmental Mastery (N=116) 
 
Environmental Mastery n % 
14 – 31.5 2 1.7 
31.6 – 49 30 25.9 
49.1 – 66.5 58 50 
66.6 – 84 26 22.4 
 
Figure 2. Percentage of Participants Scores by Range – Scales of Psychological Well-Being – 









Table 7.  Count of Participants Scores by Range – Scales of Psychological Well-Being – 
Personal Growth (N=116) 
 
Personal Growth n % 
14 – 31.5 0 0 
31.6 – 49 16 13.8 
49.1 – 66.5 38 32.8 
66.6 – 84 62 53.4 
 
Figure 3. Percentage of Participants Scores by Range – Scales of Psychological Well-Being – 








Table 8.  Count of Participants Scores by Range – Scales of Psychological Well-Being – Positive 
Relationships (N=116) 
 
Positive Relationships n % 
14 – 31.5 2 1.7 
31.6 – 49 34 29.3 
49.1 – 66.5 56 48.3 
66.6 – 84 24 20.7 
 
Figure 4. Percentage of Participants Scores by Range – Scales of Psychological Well-Being – 







Table 9.  Count of Participants Scores by Range – Scales of Psychological Well-Being – Purpose 
(N=116) 
 
Purpose n % 
14 – 31.5 1 0.9 
31.6 – 49 25 21.6 
49.1 – 66.5 46 39.7 
66.6 – 84 44 37.9 
 









Table 10.  Count of Participants Scores by Range – Scales of Psychological Well-Being – Self-
Acceptance (N=116) 
 
Self-Acceptance n % 
14 – 31.5 2 1.7 
31.6 – 49 33 28.4 
49.1 – 66.5 56 48.3 
66.6 – 84 25 21.6 
 



















Autonomy 1 .386** .548** .274** .466** .428** 
Environmental 
Mastery 
.386** 1 .456** .549** .596** .676** 
Personal 
Growth 
.548** .456** 1 .508** .672** .547** 
Positive 
Relationships 
.274** .549** .508** 1 .497** .572** 
Purpose .466** .596** .672** .497** 1 .687** 
Self-
Acceptance 
.428** .676** .547** .572** .687** 1 
 








Four separate measures of were employed to measure psychopathology including 
Depression, Anxiety, PTSD, and General Distress.  Tables 12 – 15 display participants’ scores 
along individual dimensions of psychopathology utilizing individual domain cut-off criteria to 
delineate symptom severity.  Additionally, figures 7 – 11 illustrate the frequency distributions, as 
percentages, of participants’ scores on individual measures of psychopathology.  In addition, the 
sample was also analyzed for comorbidity rates among a diagnosable subgroup of 
psychopathology (Depression, Anxiety, & PTSD) as illustrated in Table 16.  Results showed 
46% of participants reporting symptoms severe enough to qualify for a diagnosis of either 
depression, posttraumatic stress disorder, generalized anxiety disorder, or a combination of the 
three.  In addition, a separate 22% demonstrated symptoms in the clinically significant 
(borderline) range for these disorders, a range normally requiring psychological/psychiatric 
observation and follow-up.  Figures 12 illustrates these frequency distributions, as percentages, 






Table 12.  Participants Depression Severity by Range – PHQ-9 (N=116) 
 
Depression Severity n % 
None 66 56.9 
Mild 15 12.9 
Moderate 13 11.2 
Moderately Severe 11 9.5 
Severe 11 9.5 
 









Table 13.  Participants Anxiety Severity by Range – GHQ-7 (N=116) 
 
Depression Severity n % 
None 57 49.1 
Mild 23 19.8 
Moderate 21 18.1 
Severe 15 12.9 
 










Table 14.  Participants PTSD Severity by Range – PCL-C (N=107) 
 
PTSD Severity n % 
None 56 48.3 
Borderline 14 12.1 
Mild 14 12.1 
Moderate 17 14.7 
Moderately Severe 3 2.6 
Severe 3 2.6 
 








Table 15.  Participants General Distress Severity by Range – GHQ-12 (N=107) 
 
General Distress Severity n % 
None 66 56.9 
Moderate 20 17.2 
Severe 21 18.1 
 










Table 16.  Participants Symptom Severity by Range (N=116) 
 
General Distress Severity n % 
None 38 32.8 
Borderline 25 21.6 
Symptomatic 53 45.7 
 







Eight separate measures of were employed to measure Program Outcome including 
Behavioral Infractions (Verbal Conflicts, Physical Conflicts, and Non-Compliance Infractions), 
G.E.D. Obtainment, Discharge Status, Time Unemployed, and Total Savings. Tables 17 – 23 
display participants’ results along each individual dimension of Program Outcome.  Figures 12 – 
18 illustrate the frequency distributions, as percentages, of participants’ scores on individual 





Table 17.  Participants Scores on Program Outcome – Verbal Conflicts (N=116) 
 
Verbal Conflicts n % 
0 73 62.9 
1 18 15.5 
2 – 3  16 13.8 
4 – 7  9 7.8 
 












Table 18.  Participants Scores on Program Outcome – Physical Conflicts (N=116) 
 
Physical Conflicts n % 
0 79 68.1 
1 23 19.8 
2 8 6.9 
3 – 4  6 5.2 
 









Table 19.  Participants Scores on Program Outcome – Non-Compliance Infractions (N=116) 
 
Non-Compliance Infractions n % 
0 39 33.6 
1 31 26.7 
2 – 4  30 25.9 
5 – 9 16 13.8 
 









Table 20.  Participants Scores on Program Outcome – G.E.D. Obtainment (N=116) 
 
G.E.D. Obtainment n % 
No 31 26.7 
Yes 19 16.4 
Not Applicable 66 56.9 
 









Table 21.  Participants Scores on Program Outcome – Discharge Status (N=116) 
 
Discharge Status n % 
Positive 53 45.7 
Negative 21 18.1 
Still Enrolled 42 36.2 
 











Table 22.  Participants Scores on Program Outcome – Total Time Unemployed (N=116) 
 
Time Unemployed n % 
0 – 7  30 25.9 
8 – 30 23 19.8 
31 – 90 27 23.3 
90 > 36 31 
 











Table 23.  Participants Scores on Program Outcome – Total Savings (N=116) 
 
Total Savings n % 
0 – 500 34 29.3 
501 – 1000 32 27.6 
1001 – 2500 23 19.8 
2500 > 27 23.3 
 









Psychological Well-being and Psychopathology 
Pearson r correlations in Table 24 were conducted between PWB variables and 
psychopathology variables including Anxiety, Depression, General Distress, and PTSD.  The 
various dimensions of PWB revealed a multitude of significant correlations with measures of 
Psychopathology.  Anxiety was found to be negatively correlated with Environmental Mastery, 
Positive Relationships, Purpose, and Self-Acceptance (p < .01).  Depression was found to be 
negatively correlated with all the dimensions of PWB including Autonomy, Environmental 
Mastery, Positive Relationships, Purpose, and Self-Acceptance (p < .01), and Personal Growth (p 
< .05).  General Distress was found to be negatively correlated with Environmental Mastery, 
Positive Relationships, Purpose, and Self-Acceptance (p < .01).  PTSD was found to be 
negatively correlated with Environmental Mastery, Purpose, and Self-Acceptance (p < .01), and 















Table 24.  Pearson r correlations for Psychological Well-Being and Psychopathology 
 
 Depression Anxiety PTSD 
General 
Distress 
Autonomy -.278** -0.125 -0.126 -0.112 
Environmental Mastery -.502** -.469** -.372** -.488** 
Personal Growth -.234* -0.079 -0.059 -0.108 
Positive Relationships -.340** -.308** -.235* -.314** 
Purpose -.413** -.309** -.283** -.372** 
Self-Acceptance -.473** -.463** -.383** -.496** 
 





Table 25 reports the results of multivariate regression analyses utilizing a longitudinal 
subset of the original sample (N=53) with several dimensions of PWB predicting 
Psychopathology.  Psychopathology scores at baseline were entered into the model as control 
variables to test the relationship of PWB on Psychopathology over time and examine whether 
PWB contributed uniquely to Psychopathology.  Autonomy was found to contribute significantly 
in the variance of Anxiety (R² = 0.494;  ΔR² = 0.045) and inversely associated with Anxiety (β = 
-.222).  Environmental Mastery was found to contribute significantly in the variance of PTSD 
(R² = 0.132;  ΔR² = 0.087) and inversely associated (β = -.315).  Personal Growth was found to 
contribute significantly in the variance of Anxiety (R² = 0.493;  ΔR² = 0.045) and inversely 
associated (β = -.213).  Positive Relationships was found to contribute significantly in the 
variance of both General Distress (R² = 0.268;  ΔR² = 0.169)  and PTSD (R² = 0.149;  ΔR² = 
0.142) and inversely associated with both (β = -.439; β = -.379) respectively.  Purpose was not 
significantly related to Psychopathology at Time 2 when controlling for Time 1 scores.  Self-
acceptance was found to contribute significantly in the variance of both General Distress (R² = 
0.282;  ΔR² = 0.183)  and PTSD (R² = 0.238;  ΔR² = 0.193) and inversely associated with both (β 





Table 25.  Regression analyses for Psychological Well-Being at baseline and Psychopathology at 
Follow-Up 
 
Predictor Variables B Std. Error β R² ΔR² 
Anxiety T2      
Anxiety T1 0.565 0.097 0.608** 0.449 -- 
Autonomy T1 -0.13 0.062 -0.222* 0.494 0.05 
      
Anxiety T1 0.607 0.094 .654** 0.449 -- 
Personal Growth T1 -0.105 0.05 -.213* 0.493 0.05 
      
General Distress T2      
General Distress T1 0.141 0.123 0.161 0.099 -- 
Positive Relationships T1 -0.323 0.104 -.439** 0.268 0.17 
      
General Distress T1 0.004 0.141 0.004 0.099 -- 
Self-Acceptance T1 -0.324 0.099 -.529** 0.282 0.18 
      
PTSD T2      
PTSD T1 0.105 0.16 0.1 0.05 -- 
Environmental Mastery T1 -0.487 0.24 -.315* 0.13 0.09 
      
PTSD T1 0.146 0.15 0.17 0.02  
Positive Relationships -0.627 0.23 -.379** 0.15 0.14 
      
PTSD T1 0.064 0.15 0.06 0.05 -- 




To further elucidate the effect of psychological well-being on psychopathology, the 
longitudinal sample was later examined along the basis of diagnostic classification over time.  
Participants were stratified by symptom status such that they were categorized by meeting 
diagnostic criteria for one or more of the diagnosable psychiatric disorders including Depression, 
Generalized Anxiety, and PTSD.  Participants scoring at or above the “moderate” range for 
symptoms were classified as “symptomatic” while those below the threshold were classified as 
“asymptomatic” in line with individual measure instructions.  Diagnostic classification was 
examined at each time point and further stratified across time such that each participant was 
categorized by their diagnostic status across time resulting in four groups: Asymptomatic Time 1 
& T2, Symptomatic T1 (Only), Symptomatic T1 & T2, and Symptomatic T2 (Only).  Table 26 




Table 26.  Participant Symptom Status over Time – T1 & T2 (N=53) 
 
Symptom Status n % 
Asymptomatic T1 & T2 20 37.7 
Symptomatic T1 8 15.1 
Symptomatic T1 & T2 16 30.2 
Symptomatic T2 9 17.0 
 








Symptom status and its association to PWB was assessed using One-Way Anova 
analysis.  Asymptomatic T1 & T2 and Symptomatic T1 (Only) groups were shown to be 
significantly associated with several measures of well-being.  Symptom status was shown to be 
significantly associated with Personal Growth, F(3,49) = 3.322, p < .05, Positive Relationships 
F(3,49) = 3.734, p < .05, and Self-Acceptance F(3,49) = 5.953, p < .01.   For Personal Growth, 
post-hoc LSD mean comparisons detected significant (p < .05) differences such that participants 
in the Asymptomatic T1 & T2 and Symptomatic T1 (Only) showed higher levels of Personal 
Growth than those in the Symptomatic T2 and Symptomatic T1 & T2 groups.  For Positive 
Relationships, post-hoc LSD mean comparisons detected significant (p < .05) differences such 
that participants in the Asymptomatic T1 & T2 and Symptomatic T1 (Only) showed higher 
levels of Positive Relationships than those in the Symptomatic T1 & T2 group.  Similarly, for 
Self-Acceptance, post-hoc LSD mean comparisons detected significant (p < .01) differences such 
that participants in the Asymptomatic T1 & T2 and Symptomatic T1 (Only) showed higher 
levels of Self-Acceptance than those in the Symptomatic T1 & T2 group. 
Psychological Well-Being & Program Outcome 
Pearson r correlations in Table 27 were conducted between PWB variables and Program 
outcome variables including Total Savings, Verbal Conflicts, Physical Conflicts, Non-
Compliance Infractions, Total Behavioral Incidents and Time Unemployed.  Nominal variables 
of Discharge Status and G.E.D. Obtainment and their association to PWB were assessed using 
One-Way Anova analysis. 
The various dimensions of PWB revealed several significant correlations with measures 
of Program Outcome.  Total Savings was found to be negatively correlated with Positive 




positively correlated with Personal Growth, (p < .05).  Non-Compliance Infractions were found 
to be negatively correlated with Environmental Mastery and Personal Growth, (p < .01).  Time 
Unemployed was found to be negatively correlated with both Environmental Mastery, (p < .01), 
and Purpose (p < .05).   G.E.D. Obtainment as also shown to be significantly associated with 
Personal Growth, F(2,113) = 3.128, p < .05.  Post-hoc LSD mean comparisons detected 
significant (p < .05) differences such that those already completing High School or earning their 
G.E.D. upon entry to the program showed higher levels of Personal Growth than those not 
obtaining it during their program stay.  Physical Conflicts and Discharge Status were not found 





Table 27.  Pearson r correlations for Psychological Well-Being and Program Outcome 
 








Autonomy 0.141 0.032 -0.132 0.054 0.176 
Environmental Mastery -0.162 -0.1 -.257** -.249** -0.15 
Personal Growth .217* -0.015 -.275** -0.079 0.049 
Positive Relationships -0.009 -.0.057 -0.131 -0.107 -.256** 
Purpose 0.084 -0.111 -0.138 -.207* -0.036 
Self-Acceptance 0.005 0.009 -0.121 -0.063 -.216* 
 





















Psychopathology & Program Outcome 
Pearson r correlations and One-Way Anovas were employed to investigate associations 
between Psychopathology and Program Outcome.  Table 27 displays results from Pearson r 
correlations.  Total Savings was found to correlate positively with Anxiety, (p < .05), and 
General Distress, (p < .01), Verbal Conflicts were found to positively correlate with Anxiety, (p 
< .05), General Distress, (p < .01), and PTSD, (p < .01).  Pathology had no significant 





Table 28.  Pearson r correlations for Psychopathology and Program Outcome 
 








Anxiety 0.186* 0.067 -0.077 0.004 .200* 
Depression 0.101 0.064 -0.032 0.012 0.139 
General Distress .262** 0.105 0.013 0.154 .342** 
PTSD .289** 0.059 0.109 0.156 0.165 
 







Time in Program 
Given the naturalistic design of the study, exploratory analyses were conducted to assess 
the possible impact of the amount of elapsed between participant’s initial enrollment in the 
program and the assessment of PWB and Psychopathology.  Data pertaining to length of stay 
were collected from participant’s records contained in the ETO system.   Two values were 
collected for each participant for subsequent use in analysis including Total Time in Program 
measuring how long each participant resided as a member of the RoP program before 
completing/leaving the program and Time in Program at Baseline measuring how long 
participant’s had already been enrolled in the RoP program at the time of the first assessment.  
All time related data used “days” as the basic value of measurement.   
Table 29 displays descriptive statistics of participants’ time in program at baseline 
measure.  Results showed the distribution to be positively skewed with over 50% of participants 
demonstrating enrollment between 0 – 5 months.  In addition, only 15% of the total sample had 
been enrolled longer than the 1.5 year program time frame at baseline measurement.  Figure 20 






Table 29.  Descriptive Statistics for Time in Program at Baseline (T1) 
 n M SD Med. Min. Max. 
Time in Program at Baseline 116 266.60 253.99 157.00 5 1073 
 










Time in Program demonstrated several significant correlations with the dimensions 
including inverse relationships with Environmental Mastery (p < .01), Positive Relationships, (p 
< .01), and Self-Acceptance, (p < .05).  Moreover, Time in Program significantly and positively 
correlated with all the measures of Psychopathology including Anxiety, (p < .01), Depression, (p 





Table 30.  Pearson r correlations for Psychological Well-Being/Psychopathology and Time in 
Program at Baseline 
 
Psychological Well-Being/Psychopathology Time in Program at Baseline 
Autonomy 0.015 
Environmental Mastery -.239** 
Personal Growth -0.020 






General Distress .333** 
 






Time in Program as a Potential Confound 
Given the significant relationship between Time in Program at Baseline and several 
measures of both Psychological Well-Being and Psychopathology, both partial correlations and 
Analysis of Covariance (Ancova) were conducted.  Tables 31 & 32 demonstrate results 
conducted between PWB/Psychopathology variables and Program outcome variables including 
Total Savings, Verbal Conflicts, Physical Conflicts, Non-Compliance Infractions, and Time 
Unemployed controlling for Time in Program at Baseline.  Nominal variables of Discharge 
Status and G.E.D. Obtainment and there association to PWB/Psychopathology were assessed 
using ANCOVA analyses to control for Time in Program at Baseline as well. 
The majority of the various dimensions of PWB revealed to be significantly correlated 
with measures of Program Outcome remained so after controlling for Time in Program at 
Baseline.  Verbal Conflicts remained positively correlated with Personal Growth, (p < .05).  
Likewise, Non-Compliance Infractions were found to again be negatively correlated with 
Environmental Mastery and Personal Growth, (p < .01).  Time Unemployed was no longer found 
to be negatively correlated with both Environmental Mastery but did remain negatively 
correlated with Purpose (p < .05).   Total Savings was no longer found to be negatively 
correlated with Positive Relationships or Self-Acceptance.  G.E.D. Obtainment continued to be 
significantly associated with Personal Growth, F(2,112) = 3.080, p < .05.   
The majority of the significant relationships revealed between Psychopathology and 
Program Outcome were found to no longer hold after controlling for Time in Program at 
Baseline.  Total Savings was found to no longer correlate positively with Anxiety but remained 




positively correlated with Anxiety, General Distress, or PTSD.  Psychopathology again 




Table 31.  Partial correlations for Psychological Well-Being and Program Outcome controlling for Time in Program at Baseline (T1) 
 








Autonomy .152 .032 -.131 .052 0.164 
Environmental Mastery -.059 -.106 -.265** -.174 -0.013 
Personal Growth .236* -.032 -.268** -.090 0.07 
Positive Relationships .105 -.070 -.129 -.026 -0.154 
Purpose .143 -.127 -.133 -.184* 0.02 
Self-Acceptance .134 .014 -.127 .032 -0.107 
 








Table 32.  Partial correlations for Psychopathology and Program Outcome controlling for Time in Program at Baseline (T1) 
 








Anxiety .116 .049 -.090 -.112 0.085 
Depression .038 .069 -.021 -.070 0.039 
General Distress .121 .102 .014 .029 0.211* 
PTSD .183 .054 .114 .056 0.039 
 









The aim of the current study was to gain an in-depth and nuanced understanding of the 
phenomena of psychological well-being in a population of homeless young adults and assess its 
impact on mental health and program outcome.  Specifically, the study sought to investigate four 
distinct areas of interest related to psychological well-being including (1) exploring its pattern of 
correlation with several highly prevalent forms of psychopathology found in this population, (2) 
examining the impact of psychological well-being on objective measures of program outcome, 
(3) elucidating the relationship between psychopathology and program outcome, and (4) 
clarifying the relationship between time spent in program and its impact on well-being, 
psychopathology, and program outcome. 
The findings suggest that psychological well-being, as defined eudaimonically, is 
significantly related to both the expression of psychopathology in transitioning homeless youth 
and the trajectory of these youth as it relates to program outcome.  Further, psychological well-
being, though intimately related to psychopathology, is best understood as a separate 
phenomenon not entirely defined by the absence of mental distress.  Past research profiling the 
mental health of homeless youth has focused exclusively on the presence or absence of disease 
with few, if any, extending the criteria of mental health to positive, strengths based attributes.  
The findings demonstrate that well-being, above and beyond the contribution of initial mental 
distress, may play a significant role in the later expression of psychopathology.  In addition, 
higher levels of psychological well-being may also serve as a buffer against becoming ill.  In 
examining the concept of mental health interventions aimed at homeless youth, many studies 
have focused on the need for explicit treatment services to combat the often exponentially high 




To be sure, specific mental health treatment options are one of the many needs of this 
underserved population.  When examining program outcomes in this study, however, it was 
psychological well-being that was found to have a significant impact, even eclipsing the 
influence of psychopathology, on targeted and quantifiable behavioral measures.  Mirroring 
much of the research on psychopathology in homeless youth which notes the significant impact 
of time spent homeless on mental health, length of time in the program was found to have 
significant relationships with psychological well-being, psychopathology, and program outcome.  
Taken together, these finding uniquely contribute to an almost nonexistent body of research 
regarding the impact of positive psychological functioning on the mental health and program 
outcomes of transitioning homeless youth. 
Psychological Well-Being in Transitioning Homeless Youth 
To date, few other studies have attempted to research the profile of psychological well-
being in homeless populations.  Biswas-Diener and Diener (2006), examined subjective well-
being and life satisfaction in a cross-cultural sample of itinerant homeless, noting that across 
samples homelessness was associated negatively with life satisfaction.  Similarly, a study 
conducted in Japan documented over half of the sample of homeless adults reporting low levels 
of well-being, as measured by the WHO-5, and documented distinctive risk factors including 
poor physical health and lack of emotional support (Ito, Morikawa, Okamura, Shimokado, 
Awata, 2014).  To our knowledge, this exploratory study represents the first attempt to 
understand the manifestation of psychological well-being, utilizing a eudaimonic 
conceptualization, in a population of homeless young adults.  Assessing the outright impact of 




Given the inexistence of research in this domain, no possible comparisons to this study’s 
participant profile can be made towards greater clarification as to relative levels of well-being.  
In addition, the Scales of Psychological Well-Being, as constructed by Ryff (1989) contain no 
normatively based threshold criteria by which to delineate telltale markers of psychological 
health, making generalizations about participant’s relative levels of well-being speculative.  
Further, psychological well-being has been shown to fluctuate across the lifespan and posited as, 
in part, a measure of developmental success, further necessitating aged-matched samples for 
useful comparison (Ryff & Keyes, 1995).  However, when compared to a historical cohort 
sample of young adults attending university, this study’s sample showed statistically significant 
differences on each of the six dimensions of psychological well-being.  T-test comparisons made 
between the samples revealed homeless youth scores of psychological well-being to be 
significantly lower than their college-educated counterparts on each subscale of well-being by a 
cumulative average of 11 points (Chang, 2006).  The ability to place psychological well-being in 
a context of mental health outcomes remained one of this study’s main reasons for concurrently 
assessing psychopathology in the hopes of providing greater clarification as to how well-being 
effects health. 
Psychopathology in Transitioning Homeless Youth 
In contrast to the dearth of studies pertaining to well-being in homeless youth, the 
literature on mental health disorders in this population is rife with examples of the deleterious 
effects of homelessness.  Overall, homeless youth demonstrate twice the likelihood of suffering 
from a mental illness than aged matched peers over the course of their lifetimes (Kamienicki, 
2001; Slesnick & Prestopnik, 2005).  Rates for such disorders as depression, anxiety, and 




(Cause et al., 2000; Cochran, Stewart, Ginzler, & Cauce, 2002; Feitel et al., 1992; Toro & 
Goldstein, 2000; Whitbeck & Hoyt, 1999; Whitbeck et al., 2004).  However, as noted by 
Hodgson, Shelton, van den Bree, & Los (2013), dissimilar sampling methods and distributions of 
homeless youth across varied settings (i.e. shelter vs. street youth) from study-to-study often 
yield elevated but diverse range of incidence in terms of psychiatric diagnoses.  This study 
showed elevated but relatively modest levels of distress across the cross-sectional sample with 
average scores for anxiety, depression, posttraumatic stress, and general distress in the mild 
range across measures.  When stratified by symptom status across the three DSM diagnosable 
disorders (depression-anxiety-ptsd), 46% of the sample qualified for a diagnosis of one or more 
of the three disorders measured.  By comparison, a systematic review of psychopathology in 
homeless youth revealed that, of the DSM/ICD disorders identified within the broader research, 
levels of psychiatric disorders ranged from approximately 48 – 98 % of samples (Hodgson et. al., 
2013).  Thus, it is important to consider the relatively healthy nature of the sample when 
examining the subsequent results of this study.   
Psychological Well-Being and its Relation to Psychopathology 
This study showed that psychological well-being is significantly and negatively 
associated with psychopathology in transitioning homeless youth.  The magnitude of the 
relationship between dimensions of well-being and pathology varied.  Environmental Mastery 
and Self-Acceptance showed the strongest and most consistent relationship to pathology being 
negatively correlated with each of the four measures of distress with medium to large effect 
sizes.  Overall, all the dimensions of psychological well-being were seen to be negatively 
associated with at least one measure of psychopathology with four of the six negatively 




That psychological well-being would be correlated inversely to psychopathology is 
hardly shocking.  Our findings within the transitioning homeless youth population expand on a 
body of literature that has found inverse relationships between psychological well-being and 
mental health in the general adult population at large.  Lower levels of well-being have been 
found in psychiatric populations with diagnoses ranging from schizophrenia, anxiety, and 
posttraumatic stress disorder (Davison, McCabe, Knight, Mellor, 2012; Feder et. al, 2013; 
Rafanelli, Park, Ruini, Ottolini, Cazzaro, & Fava, 2000; Valiente, Cantero, Vazquez, Sanchez, 
Provencio & Espinosa, 2011).  Similarly, in a large sample of American adults, low levels of 
well-being were found to be a major risk factor for the development of major depression over 
time (Keyes, 2002).  Further, our findings corroborate previous work in the general population 
documenting that certain dimensions of well-being may be associated with several types distress.  
For instance, self-efficacy, most closely related to the concept of environmental mastery, has 
been strongly linked to depression throughout the lifespan and prominently in adolescents 
(Bandura, 1993; Bandura, Pastorelli, Barbaranelli, Caprara, 1999; Blazer, 2002; Kavanagh, 
1992).  Higher levels of mastery and self-efficacy have also been shown to be associated with 
lower levels of both generalized anxiety and posttraumatic stress (Welch & West, 1995; Fava, G. 
A., Ruini, C., Rafanelli, C., Finos, L., Salmaso, L., Mangelli, L., & Sirigatti, S., 2004).  Our 
findings, however, are the first of their kind to delineate how the various dimensions of 
psychological well-being are related to several prevalent forms of mental distress in homeless 
youth.    
Though intimately related, our study also found that psychological well-being and 
psychopathology are not the same.  Several dimensions of psychological well-being were found 




of distress including Autonomy, Personal Growth, Positive Relationships, and Self-Acceptance.  
Though the effects were small, they demonstrate that well-being’s contributions are unique to the 
manifestation of pathological symptoms and that well-being may be considered a stable and 
predictive construct above and beyond situational distress.  These findings aim to challenge the 
prevailing and historical norms within psychology and psychiatry that have focused exclusively 
on the absence of deficits when defining psychological health (Seligman & Csikszentmihalyi 
2000; Ryff & Singer, 1998).  Further, our findings suggest that higher levels of initial 
psychological well-being seem to confer protective benefits in regards to the development of 
psychopathology over time.  When stratified by diagnostic status on measures of Depression, 
Anxiety, and PTSD, higher levels of psychological well-being, namely Personal Growth, 
Positive Relationships, and Self-Acceptance, were shown to be associated with both remission of 
symptoms at follow-up and asymptomatic statuses across time points.  This suggests that higher 
baseline levels of well-being may serve as a factor in resilience in the face of distress.  Prior 
research has demonstrated increased levels of psychological resilience are associated with 
improved long-term outcomes for both physiological and psychological functioning (Boss, 2006; 
Connor, 2006; Hoge, Austin, & Pollack, 2007; Luthar, Cicchetti, & Becker, 2000).  Given that 
homeless youth are at increased risk for the development of both chronic health conditions and 
mental illness, well-being may play a key role in inculcating youth with resources to defend 
against these negative outcomes. 
Psychological Well-Being and its Relation to Program Outcome 
Several of the measures of program outcome were found to have significant associations 
with well-being, all with small to moderate effect sizes.  Environmental Mastery was found to be 




competence and increased self-esteem in homeless youth have been shown to be prognostic of 
youth’s ability to procure basic needs and obtain critical information from their surrounding 
environment (Reid and Klee, 1999, Robertson & Toro, 1998).  It is likely that youth who feel 
more competent and able to meet their own needs while adapting to the environment are in a 
better position to navigate program rules and regulations and maintain good standing.  Though it 
is also plausible that youth’s experience successfully navigating the program may promote these 
feelings of competence as well.  Homeless youth are less likely than housed peers to develop 
internal resources, such as feelings of self-efficacy and agency, that are critical to the 
maintenance of stable support networks including family, friends, professional relationships 
(Lewis & Sullivan, 1996).  Those with higher levels of general well-being, however, have shown 
better long-term outcomes in terms of maintaining health relationships and developing essential 
work skills (Greenblatt & Robertson, 1993).  Similarly, it appears youth in our sample who were 
able to harness internal capacities to be self-directed were more likely to maintain stable 
employment.  Interestingly, Personal Growth was found to be positively correlated with Verbal 
Conflicts.  We understand this finding through a developmental perspective with adolescence 
being understood as a transitional period marked by conflict, stress, and lability as youth adjust 
to a host biopsychosocial changes (Eccles, J. S., Midgley, C., Wigfield, A., Buchanan, C. M., 
Reuman, D., Flanagan, C., & Mac Iver, D., 1993; Greenblatt & Robertson, 1993; Yurgelun-
Todd, D., 2007).  Youth in the shelter system may be navigating issues of separation and 
individuation and asserting themselves in ways that feel more congruent with their growing 
sense of self and life direction.  This process seen throughout late adolescence and emerging 
adulthood may be lead to conflict with both staff and peers alike (Arnett, 2000; Laursen & 




finding that Personal Growth was negatively correlated with Non-Compliance Infractions 
leading us to believe that conflicts may arise not from destructive acting out behaviors but from a 
healthy and newly emerging sense of self testing the social environment, an experience common 
to late adolescence (Buchanan, C. M., Eccles, J. S., & Becker, J. B., 1992; Levy-Warren, 1996; 
Montemayor R., 1983).  Youth oriented towards personal growth may be keenly aware of what is 
required of them to be successful in the program and, at the same time, be more likely to come 
into conflict with others when personal values or boundaries are infringed upon.  Personal 
Growth also showed a significant relationship with Educational Advancement where those 
demonstrating higher levels of Personal Growth were more likely to have obtained their GED or 
graduated high school before entry into the program.  In a sample of transitioning at-risk youth, 
successful educational advancement was similarly linked to individual characteristics of 
resilience (Merdinger, J. M., Hines, A. M., Osterling, K. L., & Wyatt, P., 2005).  Similarly, it 
may be that those in our sample with a greater sense of their own potential and dedicated to self-
improvement may be increasingly motivated to advance their education in an effort towards 
realizing their capacities.  Purpose was found to be negatively correlated with Time 
Unemployed.  This supports prior research demonstrating those reporting higher levels of 
meaning in life report greater work satisfaction and adjustment and, in college age samples, 
understanding of one’s personal purpose in life translated to greater certainty regarding future 
vocational choices (Bonebright, Clay, & Ankenman, 2000; Tryon & Razdin, 1972).  As with 
Personal Growth, we believe those with a greater sense of meaning and life goals may have an 
easier time maintaining employment even in circumstances where youth may feel 
underemployed.  Again, however, it is possible that those who are more consistently working 




that provides a sense of direction to their daily life (Steger & Dik, 2009).  Both Positive 
Relationships and Self-Acceptance showed inverse relationships with Total Savings.  
Developmentally, adolescents have been consistently demonstrated to show increased 
impulsivity, decreased future orientation, and diminished capacity for delayed gratification 
(Robbins, R. N., & Bryan, A., 2004; Steinberg, L., Graham, S., O’Brien, L., Woolard, J., 
Cauffman, E., & Banich, M., 2009).  Additionally, the experience of trauma can severely impact 
adolescent’s ability to consider themselves in future events with the effects of chronic trauma 
resulting in temporal fixation on past events (Holman, E. A., & Silver, R. C., 1998; Seginer, R., 
2008).  Taken with the fact that youth coming from predominantly poor and working poor 
households, it may be that stabilization vis-à-vis enrollment in the program, combined with 
steady work opportunities, allows a space for youth to focus on personal needs forfeited during 
the struggle for survival on the streets.  As spending habits of emerging adults have been linked 
to overall well-being, those experiencing more self-compassion may be more apt to spend 
monies earned on self-care via clothing, food, or recreational experiences (Serido, J., Shim, S., 
Mishra, A., & Tang, C. 2010).  Indeed, that Positive Relationships is also seen to be inversely 
related to Total Savings, would seem to support that youth experiencing a sense of safety in the 
program, may turn their attention to previously sacrificed experiences of healthy connection with 
others and leisure activities within their own peer group, a common adolescent occurrence 
(Levy-Warren, 1996).  Surprisingly, Autonomy was not found to correlate to any of the measures 
of program outcome.  Though it is unclear why, in this population, Autonomy does not seem to 
be as prominent a factor in mental health and program outcome, one possible explanation may be 
the lack of stable and consistent adult relationships in these youth’s early lives and its impact on 




impact of interpersonal trauma experienced by many youth who end up homeless and feel less 
secure in their decision making and, as a result, place greater value on input and guidance from 
trustworthy sources.  Autonomy simply may not be prioritized similarly amongst a hierarchy of 
unmet interpersonal needs homeless youth typically experience. 
Psychopathology and it Relation to Program Outcome 
The relationship between Psychopathology and Program Outcome was found to be less 
pervasive overall than that of Psychological Well-Being.  Only two domains of Program 
Outcome were found to be related to Psychopathology.  Verbal Conflicts were found to be 
positively correlated with Anxiety, General Distress, and PTSD.  These findings corroborate 
evidence that mental health disorders themselves have long been associated with interpersonal 
distress and conflict (Brewin, Andrews, & Valentine, 2000; Cohen, Spiro, Young, Gibb, Hankin, 
& Abela, 2015; Lerner, Phelps, Forma, & Bowers, 2009).  This further elucidates the potential 
social impact that untreated mental health disorders may wreck on youth and result in negative 
program outcomes (Pollio, D. E., Thompson, S. J., Tobias, L., Reid, D., & Spitznagel, E., 2006).  
Total Savings was found to be the only other program measure to be significantly associated 
with measures of pathology.  Both Anxiety and General Distress were found to be positively 
correlated with youth’s savings.  This relationship may be explained by the nature of youth’s 
experience and the setup of the program itself.  While housed in the TLP, youth are not required 
to pay rent but rather submit a portion of their salaries as “program fees” to be returned upon 
their discharge.  The intent is to create a behavioral equivalent to the rent system likely to be 
employed when youth exit the program and find independent housing.  Stress and anxiety related 
to the realization of increased financial responsibilities youth face when leaving the program 





Time in Program: A Potential Confound? 
Given it was not possible to follow youth as a prospective cohort, we attempted to assess 
the impact of participant’s varying measures of time spent in program to understand if and how 
duration in program affected well-being, pathology and youth outcomes.  We found three of the 
six measures of well-being including Environmental Mastery, Positive Relationships, and Self-
Acceptance, inversely correlated with Time in Program at Baseline.  Though the effect sizes 
were small, they persisted when measures of Psychopathology were examined.  All four 
measures of Psychopathology, Depression, Anxiety, PTSD, and General Distress, were 
positively correlated with time spent in program.  Given these significant findings, we sought to 
revisit the results related program outcome attempting to control for time spent in program.   
Partial correlation analyses controlling for Time in Program at Baseline revealed that five 
of the eight significant relationships between psychological well-being and program outcome 
persisted.  Of the three relationships that appeared mitigated by time in program, two were 
related to Total Savings, a program outcome distinctly and logically impacted by duration of 
program stay.  The relationship between Time Unemployed and Environmental Mastery, though 
no longer significant, was still found to remain at the level of a significant trend (p = .063).  
Conversely, four of the five significant relationships between psychopathology and program 
outcome were lost when controlling for time.  Only the relationship between General Distress 
and Program Savings was found to remain when Time in Program at Baseline was considered. 
Based on clinical observations of these youth, it is possible there are several plausible 
explanations for these findings.  The inverse relationship between Psychological Well-Being and 




complete the program more quickly than their more afflicted peers.  This finding seems to 
support previous work by Haber, Karpur, Deschênes, & Clark (2008) demonstrating the 
mediating impact of mental health on program trajectory for transitional youth services.  Given 
that the relationships between program outcomes and well-being persist even after time in 
program is controlled for, it is likely that those who begin the program with higher levels of well-
being are able to utilize these strengths to attain the requisites for independent living including 
housing, consistent employment, social support, and advanced educational status (Iglehart, 
1994).  While healthier youth may progress more quickly through the program, lower 
functioning youth may languish (Taylor, Stuttaford, Vostanis, 2007).  The positive relationships 
between time in program and pathology may reflect a vicious cycle for youth who initially 
supersede program timelines and face increasingly stringent deadlines and pressures to transition 
from the program to independent living arrangements, often failing to access critical mental 
health services in the interim (De Rosa et. al., 1999).  Increased stressors, including the prospect 
of uncertain living conditions, may exacerbate and trigger psychological deterioration.  Thus, 
youth feeling distressed and performing poorly may be keenly aware of the limited time frame 
they have in which situate themselves after eclipsing allotted program stays, a significant stress 
identified by homeless youth (Taylor, Stuttaford, Broad, & Vostanis, 2007).  One alternative 
explanation for the relationship between time, well-being, and program outcome may be the 
delayed onset of mental health disorder symptoms.  Youth transitioning from crisis scenarios 
may employ a range of psychological defenses to survive life on the street.  Youth may rely on 
dissociative, avoidant, and suppressive methods of coping with stressors associated with 
homelessness in an effort to concentrate resources on survival tasks such as obtaining shelter, 




provide an opportunity for youth to situate themselves in terms of basic needs and establish an 
environment of safety in which previously unaddressed emotional issues might finally be 
confronted.  Youth, through a variety of avenues including specific mental health treatment or 
the establishment of a trusted relationship with staff, may begin to explore these experiences as 
trusting relationships develop throughout their program stay.  Slesnick et al. (2009) reiterate this 
fact as demonstrated by the failure of short term treatment models employed in youth shelters, 
such as motivational interviewing, which forgo the lengthy but necessary relationship building 
for youth to build trust with providers.  It may also be the case that the eventual redirecting of 
attention to difficult life events may coincide with the experience of acute distress as youth 
progress through the program.  Youth who enter the program in the subclinical range but 
nonetheless exposed to previous trauma may also be at increased risk for delayed onset of mental 
in response to acute crises or stressors experience later on during their program stay as well 
(Agaibi & Wilson, 2005; Andrews, Brewin, Philpott, & Stewart, 2007; Smid, Mooren, van der 
Mast, Gersons, & Kleber, 2009).  Finally, it is possible that the program itself may be impacting 
certain youth in a negative manner.  While entry into the transitional living program may offer a 
sanctuary from life on the streets, it by no means marks the end of youth’s struggle.  Youth must 
navigate a myriad of pitfalls including predatory solicitations by drug dealers, pimps, and street 
gangs who actively target shelter systems in an attempt to tempt youth with promises of financial 
security and a sense of belonging (Toro & Dworsky, 2007).  It is not uncommon for youth to 
come into conflict with one another or experience bullying for a host of reasons including sexual 
orientation, race, and perceived financial status (Coates & McKenzie-Mohr, 2010).  
Additionally, the program staff themselves may fail in critical ways to provide youth with the 




consistently underpaid, lack appropriate staff support, and undereducated for direct care 
positions that ask them to confront a complex array of social and emotional issues pertaining to 
their clients (Brown & O’Brien, 1998; Baker, O’Brien, Salahuddin, 2007).  Program initiatives 
may themselves be set up to fail youth who are all too often left out of the process of being given 
a voice as to what might be most helpful to them.   
Implications  
Drawing from the present results, psychological well-being may be a key arbiter in 
program outcome and distinctly associated with mental health in homeless transitioning youth.  
These results suggest approaches which foster well-being may not only be beneficial in helping 
treat and stave off the development of mental illness, but also positively influence capacities 
leading to successful transition to independent living.  Thus, we believe these findings have far 
reaching implications not only for homeless youth, but for those that work and treat them, and 
the system of treatment itself.  The tenets of psychological well-being offer a unique opportunity 
to extend the idea of therapeutic treatment to the broader milieu and into the very fabric of 
program services themselves.  We believe opportunities to harness the growth and healing 
promoting properties associated with well-being may be employed via both implicit and explicit 
program services. 
Psychotherapeutic treatments focusing on the domains of well-being have shown 
promising outcomes (Fava et al., 2004).  We believe that, apart from the offering of traditional 
treatment in the context of dyadic therapies, that program services and activities themselves 
utilize these strengths based concepts to tailor interventions.  This may include opportunities for 
youth housed in TLPs to participate in the milieu itself.  For instance, soliciting youth’s feedback 




management and governance of residential areas, being represented in agency wide policy 
making in an effort to promote autonomy and competence.  Additionally, since the majority of 
youth may eschew traditional therapeutic services, education and support of direct care staff, 
such as case managers and residence advisors, on integrating strengths based curricula as a part 
of day-to-day care offer an opportunity to amplify therapeutic effects (De Rosa et. al., 1999).  
Direct care staff may be poised to cultivate positive relationships that avoid prescriptive 
measures for what youth “should do” and instead foster self-acceptance for adversities youth 
have faced, utilize methods of care that promote autonomous decisions making, encourage youth 
to gain competence by stewarding and cultivating personalized plans of care, and stay attuned to 
and encouraging of the unique passions and curiosities youth discuss when considering planning 
for educational or vocational training.   
The findings of this study demonstrate a clear relationship between levels of 
psychological well-being and program outcomes.  These quantitative behavioral outcomes are, in 
many instances, the precise metrics used and tracked by program federal funding agencies, such 
as HUD and HRSA, for many non-profit services and utilized to measure intervention efficacy.  
As suggested by Toro, Lesperance, & Braciszewski (2011), new assessment measures for youth 
entering into programs should harness a more comprehensive and holistic profile of youth that 
includes facets of well-being.  A more nuanced assessment would allow agencies to screen not 
only for deficits but strengths and allow for treatment to leverage unique resiliencies youth 
possess.  More precise profiles of youth would allow agencies to deploy less “one-size-fits-all” 
interventions and key in on specific areas where youth are likely to struggle.  For instance, youth 
lacking positive relationships may benefit greatly from mentorship programs while those 




counseling  In addition, this study also re-confirmed that a sizable portion of youth struggle with 
some form of mental health disorder or distress.  Given the link between well-being and 
pathology and well-being’s relationship to program outcome, these findings also re-affirm the 
importance of identifying youth who need explicit mental health treatment and providing it.  
Specialized mental health treatment services would not only serve to address the immediate 
psychological and emotional needs of youth, but in doing so, likely impact well-being and 
outcomes in other agency areas where resources and targeted interventions are already employed 
but undercut by unaddressed mental health issues. 
Limitations and Conclusions 
One of the unique strengths of this study was its scope in examining a comprehensive 
profile of transitioning homeless youth incorporating a strengths based lens.  A uniquely 
challenging population to study given the logistical challenges to implementation of research 
design, our study was able to examine both cross-sectional and longitudinal samples of 
transitioning homeless youth and their outcomes over time.  With this in mind, some of the 
standard limitations in methodology should be noted.  First, the cross-sectional nature of the 
majority of the data analyzed precludes inferences as to directionality and causality.  For 
instance, higher levels psychological well-being may predict optimal program outcome, or youth 
who are successfully navigating the program may experience an increased sense of well-being.  
Similarly, the onset of psychopathology in homeless youth may directly mitigate youth’s 
psychological well-being, which, if reestablished, may alleviate symptoms of mental distress; or 
explicit treatment for psychopathology may increase to optimal levels.  Additionally, participants 
in this study were self-selected and financially remunerated for their participation.   This raises 




the study and those that did not.  Relatedly, the naturalistic design of this study means threats of 
maturation and history may exist as well.  The merging of cross-sectional data across time points 
means that factors occurring between periods of measurement, other than the examined profiles 
in psychological well-being, may be impacting outcome variables.  Changes in the program itself 
such as the introduction of new therapeutic services or changes to the model of care to the milieu 
offer the possibility of influencing levels of well-being.  Additionally, given that psychological 
well-being has been posited as a developmental milestone, questions of maturation may impact 
data such that participant’s age may factor into their report of well-being.  Similarly, 
participant’s baseline measures were not collected at standardized time point during program 
stay, i.e., prior to entry into the program or regular intervals thereafter.  Instead, participant’s 
baseline measures reflected a wide range of variability in time each participant had already spent 
in the program.  Though our later analyses attempted to control for Time in Program at Baseline 
measurement, as previously addressed, this opens up the possibility of several viable 
interpretations of the data.  Those with higher well-being may exit the program quicker and thus 
bias the representativeness of the sample.  In addition, extended time in program may allow 
youth, previously focused on aspects of daily experience related to pure survival, i.e. procuring 
food, shelter, clothing, to shift focus on the psychological impact of their experience once safety 
is established.  This result may be the delayed onset of psychopathology until later in a 
participant’s program stay.  Finally, as previously noted, the participants were recruited from a 
transitional living program, as opposed to, for example, a crisis shelter, which may reflect a 
relatively higher functioning subpopulation of homeless youth.  This distinction warrants further 
examination as to the generalizability of findings to homeless youth as a whole who vary widely 




utilization, and baseline health and well-being prior to homelessness.  Youth accessing suburban 
drop-in shelters may present very differently from more transient, urban, “street youth” with 
little to no formal connection to social services. 
In sum, Psychological Well-Being was found to be significantly and inversely related to 
Psychopathology in transitioning homeless youth.  All of the domains of well-being, including 
Autonomy, Environmental Mastery, Personal Growth, Positive Relationships, Purpose, and Self-
Acceptance showed significant negative correlations Depression, Anxiety, PTSD, and General 
Distress.  Further, several domains of well-being at baseline were found to be, above and beyond 
initial levels of psychopathology, predictive of psychopathology at follow-up.  Thus, while 
closely related, psychological well-being was seen to make a unique contribution to the 
expression of psychological distress.  To wit, those with higher initial levels of well-being, on 
measures such as Personal Growth, Positive Relationships, and Self-Acceptance, were found to 
be more likely to remain diagnosis free across time points.  Participants with higher levels of 
these domains well-being who were initially symptomatic were also more likely to show 
remission in symptoms to subclinical levels over time as well.  These findings underscore the 
important contribution of psychological well-being to mental health in this population, in which 
augmented psychological well-being may prevent the onset of psychopathology or symptoms of 
psychopathology may negatively impact the domains of well-being. 
With regards to Program Outcome, Psychological Well-Being was significantly 
associated with several measures of Program Outcome.  Environmental Mastery, Personal 
Growth, Positive Relationships, Purpose, and Self-Acceptance were all found to correlate with 
diverse measures of Program Outcome including Verbal Conflicts, Non-Compliance Infractions, 




correlate with far fewer domains of program outcome with only Total Savings and Verbal 
Conflicts showing any significant relationship with measures of distress.  To assess the impact of 
the naturalistic design of the study, Time in Program at Baseline was also assessed and found to 
correlate inversely with several domains of Psychological Well-Being and positively with all 
measures of Psychopathology.  The relationship between Program Outcome and Psychological 
Well-Being/Psychopathology was re-assessed controlling for Time in Program at Baseline.  The 
majority of significant relationships between well-being and program outcome were found to 
persist while the relationship between pathology and program outcome was shown to be almost 
entirely mitigated by time in program.  The results of this study suggest that psychological well-
being may be a critical component of both mental health and program outcome for transitioning 
homeless youth; providing both protective benefits and increased resilience in the face of 
psychological distress and being a key component in successfully navigating the necessary tasks 
to independent living.  
Future research within this population should look to explore in both depth and breadth 
how psychological well-being effects both mental health and program intervention.  In a further 
extension of this idea, longitudinal studies focusing on how and if psychological well-being 
changes over time and its subsequent impact on functioning would enhance our understanding of 
the experience of homelessness as it pertains to youth attempting to transition to independent 
living settings.  In addition, it would confer an understanding of how psychological well-being 
impacts youth’s trajectories and development over the long-term as well as identifying the 
efficacy and appropriateness of programs currently offered to youth.  Adjunct comparison groups 
matched on specific criteria such as age, gender, etc. may also allow for a more nuanced 




understanding of their particular areas of need.  In addition, this study sampled a very specific set 
of homeless youth found to be generally higher functioning and less psychiatrically symptomatic 
than standard samples.  While these results are exciting, their generalizability to diverse 
populations of homeless youth are not certain.  Examining psychological well-being in diverse 
populations of youth, i.e., rural versus suburban areas, as well as diverse settings, i.e., drop-in 
shelters vs. TLPs vs. short-term crisis shelters, may also clue researchers into the varying 
psychological profiles of youth accessing services and help tailor interventions and programs 
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Appendix 1. Preliminary Information and Assent 
Teachers College, Columbia University 
INFORMED CONSENT 
DESCRIPTION OF THE RESEARCH: You are invited to participate in a research study that 
will measure your well-being throughout your involvement in the therapeutic group. The purpose 
of the study is to assess how helpful the group has been in alleviating your symptoms and 
improving your quality of life. You will be asked to fill out questionnaires at five different times 
during the entire course of service treatment. Graduate students in the Department of Clinical 
Psychology at Teachers College, Columbia University, will conduct the research interviews. The 
research will be conducted in the group therapy room at Covenant House.  You are free to 
participate in the group without having to participate in the study.  If you agree to participate in 
the study, you are also free to leave at any time thereafter.  
RISKS AND BENEFITS: The risks of the study are assumed to be relatively low and are similar 
to those involved in participation in a therapeutic group session. Self-report measures can be 
helpful as a clinical tool in building self-awareness around progress and change. At any time 
during the study if you have concerns related to the material, you may end your participation. 
The researcher will be happy to speak with you about these concerns and/or to answer any 
questions that you may have. 
PAYMENTS: You will receive $10 every time you fill out a packet of questionnaires/self-
reports as payment for your participation.  You can participate in the group without being 
required to complete the questionnaires/self-reports. 
DATA STORAGE TO PROTECT CONFIDENTIALITY: In order to ensure confidentiality, 
participants will be assigned a number, which will be associated with data collected. No names 
or identifying information will ever be associated with the collected data. Coding and data 
material will be stored in a locked file cabinet upon completion. 
TIME INVOLVEMENT: Your participation will take approximately 60 minutes at each time 
point. You will be asked to fill out questionnaires five times throughout your participation in the 
group. 
HOW WILL RESULTS BE USED: The results of the study will be anonymous and based only 
on the results of the group in its’ entirety.  They will be used for scholarly and educational 







Teachers College, Columbia University 
PARTICIPANT'S RIGHTS 
Principal Investigator: Lisa Miller, Ph.D. 
Research Title: Youth Rising 
 I have read and discussed the Research Description with the researcher. I have had the 
opportunity to ask questions about the purposes and procedures regarding this study.  
 My participation in research is voluntary. I may refuse to participate or withdraw from 
participation at any time without jeopardy to future medical care, employment, student 
status or other entitlements.  
 The researcher may withdraw me from the research at his/her professional discretion.  
 If, during the course of the study, significant new information that has been developed 
becomes available which may relate to my willingness to continue to participate, the 
investigator will provide this information to me.  
 Any information derived from the research project that personally identifies me will not 
be voluntarily released or disclosed without my separate consent, except as specifically 
required by law.  
 If at any time I have any questions regarding the research or my participation, I can 
contact the investigator, who will answer my questions. The investigator's phone number 
is (212) 678-3267.  
 If at any time I have comments, or concerns regarding the conduct of the research or 
questions about my rights as a research subject, I should contact the Teachers College, 
Columbia University Institutional Review Board /IRB. The phone number for the IRB is 
(212) 678-4105. Or, I can write to the IRB at Teachers College, Columbia University, 
525 W. 120th Street, New York, NY, 10027, Box 151.  
 I should receive a copy of the Research Description and this Participant's Rights 
document.  
 Written materials ( ) may be viewed in an educational setting outside the research ( ) may 
NOT be viewed in an educational setting outside the research. 
 My signature means that I agree to participate in this study.  





Appendix 2. Scales of Psychological Well-Being 
AUTONOMY 
 
Definition: High Scorer:  Is self-determining and independent; able to resist social pressures to think 
and act in certain ways; regulates behavior from within; evaluates self by personal standards.   
  Low Scorer:  Is concerned about the expectations and evaluations of others; relies 
on judgments of others to make important decisions; conforms to social pressures to think 
and act in certain ways. 
 
(-) 1. Sometimes I change the way I act or think to be more like those around me. 
 
(+)  [   2.] I am not afraid to voice my opinions, even when they are in opposition to the opinions of 
most people. 
 
(+)  [   3.] My decisions are not usually influenced by what everyone else is doing. 
 
(-) [ 4.] I tend to worry about what other people think of me. 
 
(+)  [  5.]  Being happy with myself is more important to me than having others approve of me. 
 
(-) [  6.] I tend to be influenced by people with strong opinions.  
 
(+) 7. People rarely talk me into doing things I don't want to do. 
 
(-)  8. It is more important to me to "fit in" with others than to stand alone on my principles. 
 
(+) [ 9.] I have confidence in my opinions, even if they are contrary to the general consensus. 
 
(-) [ 10.] It's difficult for me to voice my own opinions on controversial matters. 
 
(-) [ 11.] I often change my mind about decisions if my friends or family disagree. 
 
(+) 12. I am not the kind of person who gives in to social pressures to think or act in certain ways. 
 
(-) 13. I am concerned about how other people evaluate the choices I have made in my life. 
 
(+) [ 14.] I judge myself by what I think is important, not by the values of what others think is 
important.  
 
(+) indicates positively scored items 
(-) indicates negatively scored items 
 
Internal consistency (coefficient alpha) = .83 






Definition: High Scorer:  Has a sense of mastery and competence in managing the environment; 
controls complex array of external activities; makes effective use of surrounding opportunities; 
able to choose or create contexts suitable to personal needs and values. 
 Low Scorer:  Has difficulty managing everyday affairs; feels unable to change or improve 
surrounding context; is unaware of surrounding opportunities; lacks sense of control over external 
world. 
(+) [ 1.]  In general, I feel I am in charge of the situation in which I live.  
 
(-) [ 2.]  The demands of everyday life often get me down.  
 
(-) [ 3.]  I do not fit very well with the people and the community around me. 
 
(+) [ 4.]  I am quite good at managing the many responsibilities of my daily life. 
 
(-) [ 5.]  I often feel overwhelmed by my responsibilities. 
 
(+) 6.  If I were unhappy with my living situation, I would take effective steps to change it. 
 
(+) [ 7.]  I generally do a good job of taking care of my personal finances and affairs. 
 
(-)    8.  I find it stressful that I can't keep up with all of the things I have to do each day. 
 
(+) [ 9.]  I am good at juggling my time so that I can fit everything in that needs to get done. 
 
(+)  10. My daily life is busy, but I derive a sense of satisfaction from keeping up with everything. 
 
(-)  11.  I get frustrated when trying to plan my daily activities because I never accomplish the 
things I set out to do. 
 
(+)  12.  My efforts to find the kinds of activities and relationships that I need have been quite 
successful. 
 
(-) [ 13.] I have difficulty arranging my life in a way that is satisfying to me. 
 
(+) [ 14.] I have been able to build a home and a lifestyle for myself that is much to my 
liking. 
 
(+) indicates positively scored items 
(-) indicates negatively scored items 
 
Internal consistency (coefficient alpha) = .86 












Definition: High Scorer:  Has a feeling of continued development; sees self as growing and expanding; 
is open to new experiences; has sense of realizing his or her potential; sees improvement in self 
and behavior over time; is changing in ways that reflect more self knowledge and effectiveness. 
 Low Scorer:  Has a sense of personal stagnation; lacks sense of improvement or expansion over 
time; feels bored and uninterested with life; feels unable to develop new attitudes or behaviors. 
 
(-) [ 1.] I am not interested in activities that will expand my horizons. 
 
(+)  2. In general, I feel that I continue to learn more about myself as time goes by. 
 
(+)  3. I am the kind of person who likes to give new things a try. 
 
(-) [ 4.] I don't want to try new ways of doing things--my life is fine the way it is. 
 
(+) [5.] I think it is important to have new experiences that challenge how you think about 
yourself and the world. 
 
(-) [ 6.] When I think about it, I haven't really improved much as a person over the years. 
 
(+)  7. In my view, people of every age are able to continue growing and developing. 
 
(+) 8. With time, I have gained a lot of insight about life that has made me a stronger, more 
capable person. 
 
(+) [  9.] I have the sense that I have developed a lot as a person over time. 
 
(-) [ 10.] I do not enjoy being in new situations that require me to change my old familiar 
ways of doing things. 
 
(+) [11.] For me, life has been a continuous process of learning, changing, and growth.  
 
(+) 12. I enjoy seeing how my views have changed and matured over the years. 
 
(-) [ 13.] I gave up trying to make big improvements or changes in my life a long time ago.  
 
(-) [ 14.] There is truth to the saying you can't teach an old dog new tricks. 
 
(+)indicates positively scored items 
(-)indicates negatively scored items 
Internal consistency (coefficient alpha) = .85 





POSITIVE RELATIONS WITH OTHERS 
 
Definition:   High Scorer:  Has warm satisfying, trusting relationships with others; is concerned about 
the welfare of others; capable of strong empathy, affection, and intimacy; understands give and 
take of human relationships. 
 Low Scorer:  Has few close, trusting relationships with others; finds it difficult to be warm, open, 
and concerned about others; is isolated and frustrated in interpersonal relationships; not willing to 
make compromises to sustain important ties with others. 
 
(+) [1.] Most people see me as loving and affectionate. 
 
(-) [ 2.] Maintaining close relationships has been difficult and frustrating for me 
 
(-) [ 3.] I often feel lonely because I have few close friends with whom to share my concerns. 
 
(+) [ 4.] I enjoy personal and mutual conversations with family members or friends. 
 
(+)  5. It is important to me to be a good listener when close friends talk to me about their 
problems. 
 
(-) [ 6.] I don't have many people who want to listen when I need to talk. 
 
(+)  7. I feel like I get a lot out of my friendships. 
 
(-) [ 8.] It seems to me that most other people have more friends than I do. 
 
(+) [ 9.] People would describe me as a giving person, willing to share my time with others. 
 
(-) [ 10.] I have not experienced many warm and trusting relationships with others.  
 
(-)  11. I often feel like I'm on the outside looking in when it comes to friendships. 
 
(+) [ 12.] I know that I can trust my friends, and they know they can trust me. 
 
(-)  13. I find it difficult to really open up when I talk with others. 
 
(+)  14. My friends and I sympathize with each other's problems. 
 
(+)indicates positively scored items 
(-)indicates negatively scored items 
 
Internal consistency (coefficient alpha) = .88 






PURPOSE IN LIFE 
 
Definition: High Scorer:  Has goals in life and a sense of directedness; feels there is meaning to 
present and past life; holds beliefs that give life purpose; has aims and objectives for living. 
Low Scorer:  Lacks a sense of meaning in life; has few goals or aims, lacks sense of direction; 
does not see purpose of past life; has no outlook or beliefs that give life meaning. 
 
(+) 1. I feel good when I think of what I've done in the past and what I hope to do in the future. 
 
(-) [ 2.] I live life one day at a time and don't really think about the future.  
 
(-) [ 3.] I tend to focus on the present, because the future nearly always brings me problems. 
 
(+) 4. I have a sense of direction and purpose in life. 
 
(-) [ 5.] My daily activities often seem trivial and unimportant to me. 
 
(-) [ 6.] I don't have a good sense of what it is I'm trying to accomplish in life. 
 
(-) [ 7.] I used to set goals for myself, but that now seems like a waste of time. 
 
(+) [ 8.] I enjoy making plans for the future and working to make them a reality. 
 
(+) [ 9.] I am an active person in carrying out the plans I set for myself. 
 
(+) [ 10.] Some people wander aimlessly through life, but I am not one of them.  
 
(-) [ 11.] I sometimes feel as if I've done all there is to do in life. 
 
(+)  12. My aims in life have been more a source of satisfaction than frustration to me. 
 
(+)   13. I find it satisfying to think about what I have accomplished in life. 
 
(-)  14. In the final analysis, I'm not so sure that my life adds up to much. 
 
(+) indicates positively scored items 
(-)indicates negatively scored items 
 
Internal consistency (coefficient alpha) = .88 







Definition: High Scorer:  Possesses a positive attitude toward the self; acknowledges and accepts 
multiple aspects of self including good and bad qualities; feels positive about past life. 
 Low Scorer:  Feels dissatisfied with self; is disappointed with what has occurred in past life; is 
troubled about certain personal qualities; wishes to be different than what he or she is. 
 
(+) [ 1.] When I look at the story of my life, I am pleased with how things have turned out.  
 
(+) [ 2.] In general, I feel confident and positive about myself. 
 
(-) [ 3.] I feel like many of the people I know have gotten more out of life than I have. 
 
(-)  4. Given the opportunity, there are many things about myself that I would change. 
 
(+) [ 5.] I like most aspects of my personality.  
 
(+) [ 6.] I made some mistakes in the past, but I feel that all in all everything has worked out for the 
best. 
 
(-) [ 7.] In many ways, I feel disappointed about my achievements in life. 
 
(+)  8. For the most part, I am proud of who I am and the life I lead. 
 
(-)  9. I envy many people for the lives they lead. 
 
(-) [ 10.] My attitude about myself is probably not as positive as most people feel about 
themselves. 
 
(-)  11. Many days I wake up feeling discouraged about how I have lived my life. 
 
(+) [ 12.] The past had its ups and downs, but in general, I wouldn't want to change it. 
 
(+) [ 13.] When I compare myself to friends and acquaintances, it makes me feel good about who I 
am. 
 
(-)  14. Everyone has their weaknesses, but I seem to have more than my share. 
 
(+) indicates positively scored items 
(-)indicates negatively scored items 
 
Internal consistency (coefficient alpha) = .91 




Appendix 3. Patient Health Questionnaire (PHQ-9) 
Over the last 2 weeks, how often have you been bothered by any of the following problems? 
(0)Not at all (1) Several Days (2) More than Half the Days (3) Nearly Every Day 
1. Little interest or pleasure in doing things  
2. Feeling down, depressed or hopeless.         
3. Trouble falling or staying asleep or sleeping too much. 
4. Feeling tired or having little energy.         
5. Poor appetite or overeating.         
6. Feeling bad about yourself – or that you are a failure or have let yourself or your family down. 
7. Trouble concentrating on things, such as reading the newspaper or watching television. 
8. Moving or speaking so slowly that other people could have noticed. Or the opposite being so 
fidgety or restless that you have been moving around a lot, more than usual. 




Appendix. 4 Patient Health Questionnaire (GAD-7) 
 
Over the last 2 weeks, how often have you been bothered by any of the following problems? 
 
(0)Not at all (1) Several Days (2) More than Half the Days (3) Nearly Every Day 
     
1. Feeling nervous, anxious or on edge.         
2. Not being able to stop or control worrying.   
3. Worrying too much about different things. 
4. Trouble relaxing.  
5. Being so restless that it’s hard to sit still. 
6. Becoming easily annoyed or irritable.          




Appendix 5. PTSD Checklist (PCL-C) 
 PCL-C  
INSTRUCTIONS: Below is a list of problems and complaints that people sometimes have in response to 
stressful life experiences. Please read each one carefully, then circle one of the numbers to the right to 
indicate how much you have been bothered by that problem in the past month. Not at all (1) A little bit (2) 
Moderately (3) Quite a bit (4) Extremely (5)  
1.  Repeated, disturbing 
memories, thoughts, or images 
of a  
stressful experience from the 
past?  
1 2 3 4 5  
2.  Repeated, disturbing dreams of 
a stressful experience from  
the past?  
1 2 3 4 5  
3.  Suddenly acting or feeling as if 
a stressful experience were  
happening again (as if you 
were reliving it)?  
1 2 3 4 5  
4.  Feeling very upset when 
something reminded you of a 
stressful  
experience from the past?  
1 2 3 4 5  
5.  Having physical reactions 
(e.g., heart pounding, trouble  
breathing, sweating) when 
something reminded you of a 
stressful experience from the 
past?  
1 2 3 4 5  
6.  Avoiding thinking about or 
talking about a stressful  
experience from the past or 
avoiding having feelings 
related to it?  
1 2 3 4 5  
7.  Avoiding activities or 
situations because they 
reminded you of  
a stressful experience from the 
past?  




8.  Trouble remembering 
important parts of a stressful 
experience  
from the past?  
1 2 3 4 5  
9.  Loss of interest in activities 
that you used to enjoy?  
1 2 3 4 5  
10.  Feeling distant or cut off from 
other people?  
1 2 3 4 5  
11.  Feeling emotionally numb or 
being unable to have loving  
feelings for those close to you?  
1 2 3 4 5  
12.  Feeling as if your future will 
somehow be cut short?  
1 2 3 4 5  
13.  Trouble falling or staying 
asleep?  
1 2 3 4 5  
14.  Feeling irritable or having 
angry outbursts?  
1 2 3 4 5  
15.  Having difficulty 
concentrating?  
1 2 3 4 5  
16.  Being "super-alert" or 
watchful or on guard?  
1 2 3 4 5  
17.  Feeling jumpy or easily 
startled?  




Appendix 6. General Health Questionnaire (GHQ-12) 
We want to know how your health has been in general over the last few weeks.  Please 
read the questions below and each of the four possible answers. Circle the response 
that best applies to you. Thank you for answering all the questions. 
 
Have you recently: 
 
1. been able to concentrate on what you’re doing? 
 
better than usual  same as usual  less than usual  much less than usual 
(0)    (1)    (2)    (3) 
 
2. lost much sleep over worry? 
 
Not at all  no more than usual  rather more than usual  much more than usual 
      (0)   (1)    (2)     (3) 
 
3. felt that you are playing a useful part in things? 
 
more so than usual  same as usual  less so than usual  much less than usual 
(0)    (1)    (2)    (3) 
 
4. felt capable of making decisions about things? 
 
more so than usual  same as usual  less than usual  much less than usual 
(0)    (1)    (2)    (3) 
 
5. felt constantly under strain? 
 
Not at all  no more than usual  rather more than usual  much more than usual 
     (0)    (1)    (2)     (3) 
 
6. felt you couldn’t overcome your difficulties? 
 
Not at all  no more than usual  rather more than usual  much more than usual 
(0)    (1)    (2)     (3) 
 
7. been able to enjoy your normal day to day activities? 
 
more so than usual  same as usual   less so than usual  much less than usual 







8. been able to face up to your problems? 
 
more so than usual  same as usual  less than usual  much less than usual 
(0)    (1)    (2)    (3) 
 
9. been feeling unhappy or depressed? 
 
not at all  no more than usual     rather more than usual  much more than usual 
   (0)    (1)        (2)     (3) 
 
10. been losing confidence in yourself? 
 
not at all  no more than usual  rather more than usual  much more than usual 
     (0)          (1)    (2)     (3) 
 
11. been thinking of yourself as a worthless person? 
 
not at all  no more than usual  rather more than usual  much more than usual 
    (0)    (1)   (2)     (3) 
 
12. been feeling reasonably happy, all things considered? 
 
more so than usual  same as usual  less so than usual  much less than usual 
         (0)    (1)    (2)    (3) 
 
